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Introduction
The diagnosis of personality disorder has historically been perceived by service- 
users and mental health professionals as pejorative and also used.to discriminate 
people from gaining access to services (Linehan, 1993). However, the political 
and mental health agenda is changing. The National Service Framework for 
Mental Health (DOH, 1999) outlines responsibilities to provide evidence-based, 
effective services for those experiencing severe mental illness in the UK. 
‘Personality Disorder: No longer a diagnosis for exclusion’ (NIMHE, 2003) has 
set out specific guidance with regard to the development of services. In addition, 
recent changes in the Mental Health Act (2007) has seen the removal of the 
‘treatability’ clause, which will mean that people with a primary diagnosis of a 
personality disorder can now be detained for treatment. Therefore, it is 
imperative that effective psychological treatment is available.
Although there are ten separate diagnoses of personality disorder within the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, APA, 
2000), I have chosen to focus solely on Borderline Personality Disorder (BPD). 
My reasons for choosing BPD are twofold: firstly, throughout my experience with 
a range of clinical populations, I have noticed that people who are labelled with 
this diagnosis often present with high levels of distress, frequently evident in 
behaviour that is self-damaging, and they also appear to have been offered limited 
support from psychological therapies. Secondly, throughout my experience of 
working with colleagues from health and social care, the term ‘PD’ has been 
frequently used in a pejorative manner by colleagues with little attempt 
understand the person and context of their life. It is important to note that there is 
a growing evidence base of psychological therapies for BPD; however, I will 
critically discuss the model of Dialectical Behaviour Therapy (DBT) (Linehan,
1993). I have chosen to discuss the DBT model in order to build upon 
experiences prior to training, in which I was involved in the adaptation of DBT to 
be utilised in an adolescent criminal justice setting. This paper will examine the
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extent to which the DBT model has been proven to be effective in changing the 
experience of people given a diagnosis of BPD and will be viewed from both the 
perspectives of service-users and evidence from outcome-based research.
This paper will briefly discuss the concept of diagnosis of BPD because it is 
apparent that diagnosis is central to assessment within the model. The DBT 
model will then be examined in detail, focusing specifically on assessment and 
treatment. This will be followed by a consideration of service-user perspectives 
of the model. Empirical evidence from randomised controlled trials (RCT) 
regarding the effectiveness of the treatment will be presented and evaluated, and 
followed by a critique of this evidence.
For the purpose of this paper certain terms have been adopted. The term 
‘participants’ will be used to refer to people involved in research studies and 
‘clients’ will be used to describe people who experience treatment in the DBT 
model.
I acknowledge that certain information has been omitted from this response and 
this is due to the limited space available to explore ideas more comprehensively. 
Naturalistic research studies are not reported, partly due to perceived superiority 
of RCT research. ‘Standard DBT’ has been used to describe the model developed 
by Linehan, however, there is also an awareness that DBT has been adapted by 
individual NHS organisations and outcome or evaluation studies have been 
conducted but the results may not have been widely disseminated. The focus is 
primarily on BPD; however, I am aware that there is high co-morbidity with other 
DSM-IV disorders (APA, 1994), for example, substance misuse and eating 
disorders. Finally, the paper is focused on one psychotherapeutic model, 
however, I am mindful other approaches and alternative ways of understanding 
the diagnosis of BPD.
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Concept of Diagnosis
The concept of diagnosis of personality disorder is a worthy of substantial 
independent review and critique. This paper will briefly examine the diagnostic 
approach to personality disorder and introduce the perspectives and experiences 
of service users. In DSM-IV, personality disorder is defined as ‘an enduring 
pattern of inner experience and behaviour that deviates markedly from the 
individual’s culture, is pervasive and inflexible, has an onset in adolescence and 
early adulthood, is stable over time, and leads to distress or impairment’ (APA,
1994). There are three clusters of personality disorder: Cluster A (Odd or 
eccentric types) -  paranoid, schizoid and schizotypal; Cluster B (the ‘Dramatic, 
emotional or erratic’ types) -  histrionic, narcissistic, antisocial and borderline; 
Cluster C (the ‘anxious and fearful’ types) -  obsessive-compulsive, avoidant and 
dependent (NIMHE, 2003, p. 9-11).
BPD has been defined as ‘a pervasive pattern of instability of interpersonal 
relationships, self-image and affect, and marked impulsivity beginning in early 
adulthood and present in a variety of contexts’ (APA, 1994). The nine DSM-IV- 
TR (APA, 2000) criteria for BPD are outlined below and listed in accordance with 
Linehan’s (1993) re-organisation by five areas of dysfunction. Five or more 
diagnostic criteria need to be met for a diagnosis to be given. Affective dysfunction 
includes 1) affective instability due to marked reactivity of mood and 2) 
inappropriate, intense anger or difficulty controlling anger. Behavioural 
dysregulation includes 3) impulsivity in at least two areas that are potentially self­
damaging and, 4) recurrent suicidal behaviour, gestures or threats or self- 
mutilating behaviour. Interpersonal dysregulation includes 5) frantic efforts to 
avoid real or imagined abandonment and, 6) a pattern of unstable and intense 
interpersonal relationships characterised by alternating between extremes of 
idealisation and devaluation. Self dysregulation includes 7) identity disturbance: 
markedly and persistently unstable self-image or sense of self; 8) chronic feelings 
of emptiness. Cognitive dysregulation includes 9) transient, stress-related
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paranoid ideation or severe dissociative symptoms. Linehan (1993) highlighted 
that DBT views BPD diagnosis as useful from a behavioural perspective and that 
once the behaviours cease to present, the diagnosis is no longer valid.
The concept of BPD can be useful. In a qualitative study of service-user 
experiences, Horn et al. (2007) found that diagnosis was viewed both positively 
and negatively. The authors summarised positive experiences as diagnosis being 
something to focus upon, a way to think about difficulties and providing a sense 
of relief after years of “not fitting”. They commented that those with a positive 
experience of diagnosis were also those who had received services, support and 
therapy. In contrast, they summarised that those with negative experiences of 
diagnosis were more likely to have experienced rejection by services and that 
diagnosis had served as a label for the experience of “not fitting”. Some 
described the diagnosis as a negative judgement which contributed to feelings of 
low self-esteem. Furthermore, as a result of the diagnosis, some people 
experienced confusion and gained little in the way of how they “fit” within the 
wider system.
From a research and clinical perspective, diagnosis can be perceived as useful 
insomuch as it allows groups of individuals with similar experience of symptoms 
to be compared. However, there are a number of concerns particularly with the 
concept of a ‘disordered personality’. Pilgrim (2001) has argued that the 
diagnosis of personality disorder is problematic on several levels, namely, it lacks 
reliability, validity and etiological specificity.
My discussion around the concept of diagnosis is limited because it is beyond the 
scope of this paper. In my discussion, particularly in review of the empirical 
evidence for effective treatment of BPD, I am mindful of these difficulties around 
diagnosis and for the purposes of this paper hold loosely in my mind that such a
11
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diagnosis is shared by a group people but that this group of people are 
idiosyncratic.
Dialectical Behaviour Therapy 
Overview
DBT was developed by Marsha Linehan (Linehan et a l, 1991; Linehan, 1993) 
primarily as a response to observations arising from her clinical work with women 
with a diagnosis of BPD exhibiting chronic parasuicidal behaviour. Linehan 
attempted to address some of the difficulties clients have experienced in relation 
to prejudice and discrimination by mental health services and society. Together 
with Linehan (1993), a comprehensive summary of DBT has also been outlined 
by Swales et a l (2000) and Feigenbaum (2007). In essence, DBT is an 
integrative approach fundamentally based on dialectics and behaviourism, 
although it also draws upon cognitive strategies, ideas from psychodynamic 
tradition as well as Eastern or Zen practice.
DBT is based on a dialectical world-view which has three key points. Firstly, 
dialectics views the world as interconnected and adopts a ‘systems’ perspective on 
reality. In DBT, the therapeutic relationship is deemed to be the most important 
system to focus upon. Secondly, reality is viewed as dynamic process within 
which opposing forces (thesis and anti-thesis) integrate (synthesis) to form new 
opposing forces or dialectical tensions. In DBT, the major tension is between 
accepting a client as they are currently whilst, at the same time, attempting to 
change aspects of their functioning. Thirdly, reality is a process of continuous 
change. In DBT, the therapeutic relationship is open to change in the way any 
other relationship would occur naturally, for example, as the relationship between 
the therapist and the client develops, there maybe scope to expand limits of 
therapy.
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DBT is underpinned by a biosocial model of understanding the development and 
maintenance of client difficulties. Linehan hypothesised that dysfunction in an 
individuals’ emotion regulation system is fundamental in BPD. This dysfunction 
is thought to arisen from a combination of inherent biological vulnerabilities, 
which could be linked to genetic factors or early trauma, combined with early 
experiences of an invalidating environment. Linehan (1993) defined ‘an 
invalidating environment is one in which communication of private experiences is 
met by erratic, inappropriate and extreme responses’, (p.49) The impact of an 
invalidating environment on the development of emotion dysregulation are 
threefold: it fails to teach the child how to label and regulate their arousal; the 
child does not learn how to tolerate distress; and does not to learn to trust their 
emotional reactions as valid interpretation of events.
The characteristics of BPD seen during adulthood are viewed as a consequence of 
an individuals’ inability to regulate their emotions effectively as a result of this 
skill not being acquired during development. It is postulated that in individuals 
with BPD, their emotional system reacts faster and with more intensity. This 
results in an increased vulnerability to engage in impulsive and life-threatening 
behaviours (behavioural dysregulation) as way of coping and reducing emotional 
intensity, or a tendency to experience paranoid thinking or dissociative symptoms 
(cognitive dysregulation). The areas of dysregulation are interconnected. 
Subsequently, dysregulation in one area will have an impact on another, for 
example, paranoid thinking could result in interpersonal conflict (interpersonal 
dysfunction).
Assessment and Formulation
Assessment is conducted at the pre-treatment stage and occurs within a wider 
contracting process. It is noteworthy that literature pertaining to assessment 
within the DBT model is limited and primarily concerned with obtaining DSM-IV 
diagnosis of BPD. Linehan recommended the use of the Structured Clinical
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Interview for DSM-III-R (SCID-II; Spitzer & Williams, 1990), an assessment tool 
evaluating the presence of 12 personality disorders, along with a revised version 
of the Diagnostic Interview for Borderlines (DIB-R; Zanarini et al., 1989). 
Additional information relating to behavioural and psychiatric history, including 
previous psychotherapy, is also collected at this stage. The clients’ commitment 
to therapy is addressed and there is an orientation of client and therapist 
expectations and how and why the treatment is expected to work. The pre­
treatment stage provides an opportunity for explanation of the biosocial approach 
and gaining feedback from the client about this understanding. During 
contracting stage, and whilst in therapy, Linehan commented that theory can be 
developed or modified to fit the individual.
It is interesting that assessment is referred to infrequently in Linehan’s treatment 
manual and in subsequent accounts of DBT (e.g. Swales et a l, 2000). It is my 
understanding that comprehensive assessment, together with an individualised 
formulation of how clients’ difficulties have developed and how they are being 
maintained in the present is a crucial in structuring any treatment. Without 
formulation, the clinician is unable to view client difficulties from an 
individualised perspective and may be at risk of making more generalised 
assumptions about what will be helpful. Although the idea of developing theory 
to fit with the individual was highlighted by Linehan, it is not explicit how far this 
can be expanded before the theory no longer fits with treatment model.
Treatment
Linehan has provided a simplistic explanation of DBT treatment which 
encapsulates the behavioural aspects of the approach:
‘The therapist creates a context of validating rather than blaming the 
patient, and within that context the therapist blocks or extinguishes bad behaviour, 
drags good behaviours out of the patient, and figures out a way to make good
14
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behaviours so reinforcing that the patient continues the good ones and stops the 
bad ones.’ (Linehan, 1993, p. 97)
There are five stages of treatment: Pre-commitment (as previously discussed in 
relation to assessment); Stage one -  stability, connection and safety; Stage two -  
exposure and emotionally processing the past; Stage three -  synthesis; Stage four 
-  capacity for sustained joy (Swales et a l, 2000). Stage one targets will be the 
primary focus of this paper because during one-year ‘standard DBT’, the 
treatment will mainly be focused on targeting these problematic behaviours. The 
target behaviours are organised hierarchically: “life-threatening behaviours” 
(including suicidal, parasuicidal behaviours) are the first targets to be addressed. 
Within the model, parasuicide refers to behaviour that occurs with intent to cause 
harm to self, it is a deliberate action and results in acute injury, e.g. tissue damage, 
ingestion of poison or drugs beyond prescribed level and that may result in serious 
risk to the individual without intervention (Linehan, 1993). This is followed by 
addressing “therapy-interfering behaviours”, behaviours that impact upon the 
process of therapy (including non attendance, issues around commitment to 
therapy and aspects of the therapeutic relationship). Thirdly, “quality-of-life 
interfering behaviours”, such as substance abuse, high risk sexual behaviours and 
criminal behaviour are addressed.
There are five modes of delivery in ‘standard DBT’ and each mode performs a 
specific function. The function will be highlighted in italics in the text. 
Individual therapy sessions are conducted weekly and aim to enhance client 
capabilities and motivation. During the sessions, skills acquired in other 
modalities are related to specific client goals. Behavioural chain analysis of target 
behaviours and solution analysis are conducted. There are range of strategies and 
techniques utilised by therapists in this mode, including validation and problem 
solving strategies. Issues relating to commitment and motivation to utilise the 
new skills are also addressed.
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Weekly skills group training is also aimed to enhance client capabilities by 
teaching new skills within a psycho-educational format. The skills training 
component is separated into four core modules: mindfulness, emotion regulation, 
interpersonal effectiveness and distress tolerance. Through this training, it is 
hypothesised that clients learn skills to identify and manage their emotions more 
effectively, relate to other people in a more efficient manner, develop an increased 
awareness of their internal state and develop more strategies for coping with 
heightened emotional experiences.
Telephone consultation with the therapist during times of crisis is designed to 
ensure generalisation of newly acquired skills to real-life situations. Although 
the skills are taught using a variety of techniques including role-plays, the client 
also needs to demonstrate that the new skills can be used in situations of high 
emotional intensity. Clients are able to contact their therapist when they feel they 
are in crisis in order to identify which skill to use and how to use it to best effect. 
Within the DBT model, clients do not receive support if they have already 
engaged in a targeted behaviour (e.g. self-harm) and, in effect, receive punishment 
for contacting the therapist once a ‘dysfunctional’ coping strategy had been used.
Case management can be viewed as a way of structuring the environment so that 
the clients’ wider network is one in which it is possible to reinforce the 
development and effective use of the new skills. Feigenbaum (2007) suggested 
that the Care Programme Approach as a method of case management in UK 
services.
Finally, regular consultation meetings provide a forum for enhancing therapist 
skills and motivation. Essentially, the DBT-therapy team engage in case 
discussion providing space for consideration of dialectical issues, DBT techniques 
and issues relating to therapist motivation.
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Perspectives of Service-Users
Despite the rapid growth of DBT programmes, to date, there is a paucity of 
published literature about the perspectives of clients who have received DBT. 
However, Perseius et al. (2003) and Hodgetts et al. (2007) have contributed to 
establishing an evidence-base for service-user perspectives. Both studies have 
employed a qualitative methodology.
In a Swedish study, Perseius et al. (2003) conducted interviews with ten clients 
who had received DBT for one-year or longer. Overall, they reported that 
‘patients unanimously regard DBT-therapy as life saving and something that has 
given them a bearable life situation.’ (p.218) They also reported that the clients 
had believed that they had learnt skills during therapy to overcome suicidal and 
self-harm impulses. With regard to the effective components of DBT, they 
commented on a number of positive aspects, for example, respect and 
confirmation from the therapist, acknowledgement of the importance of group 
skills training and the importance of crisis support by telephone, although clients 
reported that they had to practice this because it did not occur naturally and was 
viewed by several as an ‘inconvenience’. Clients were also asked about their 
experiences of psychiatric care prior to DBT. Narratives around ‘not being 
understood’, being treated ‘disrespectfully’ and a view of psychiatry lacking the 
adequate skills to treat clients with BPD were reported.
In their UK-based study, Hodgetts et al. (2007) interviewed clients about their 
experiences of an NHS regional DBT programme. Five participants were 
interviewed and all had received DBT for six months or longer. One participant 
had decided to terminate DBT before one-year. Three superordinate themes were 
identified: joining a DBT programme, experiences of DBT and evaluation of 
DBT. With regard to joining a DBT programme, they found external factors, for 
example, limitations on choice of therapy and inclusion solely on basis of 
diagnosis; and internal factors, for example, the impact of their past behaviours
17
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and recognised motivation to change. With regard to experiences of DBT, 
participants identified specific factors, for example, group skills training was a 
source of tension, and homework was viewed by some as adding pressure and 
personal challenge. The participant who terminated DBT described how she 
experienced overwhelming feelings and felt she was not ready. Some of the non­
specific factors were the therapist-client relationship, alongside therapist qualities 
and support, collaboration was viewed as helpful, particularly self-disclosure. 
Finally, with regard to evaluation of DBT, all the participants referred to changes 
that had occurred from attending the programme, for example, reduction in self- 
harm or the ability to control paranoid thinking patterns. One participant provided 
a useful evaluation “I think it works for some people and it doesn’t for others and 
I think aspects of it which could be used for a lot of people but I think the whole 
programme can be too rigid.” (p. 175) The authors also commented that for some 
participants there was still a need for continued support, particularly around self- 
harm. There was acknowledgement that self-harm as a method of managing 
distress had been taken away but participants were not always able to draw on 
newly acquired strategies.
In the DBT model, commitment to reducing parasuicide is the first step. This is a 
substantial commitment for any individual when the behaviour itself provides 
immediate relief from distress, for example, self-harm by cutting. Linehan (1993) 
does acknowledge that parasuicidal behaviours do serve a function insofar as it is 
a coping strategy and that through treatment, the individual will learn new skills 
to cope in times of distress. However, it is clear that the level of commitment 
from the outset in DBT will not be appropriate or the most helpful approach for 
everyone. Louise Pembroke, founder of the Self-Harm Network and 
Survivor/Activist has campaigned for an increased understanding from within the 
health profession and emergency services of the nature of self-harm. She has 
called for a harm minimisation approach and stated that there needs to be 
acceptance of ‘self-harm as a valid strategy for survival until survival is possible
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by other means.’ (Pembroke, 2006, p.28). Harm minimisation concerned with 
minimising the risks of severe injury through self-harm and this can be achieved, 
for example, through increased education and first aid techniques.
Empirical Evidence for DBT 
Randomised Controlled Trials
To date, four randomised controlled trials (RCT) have been conducted and all 
studies have shown positive outcome for DBT. I have chosen to outline the three 
studies that have included a post-treatment follow up. Therefore, Koons et al. 
(2001) will not be discussed, however, it is important to note that this study found 
DBT to be effective in a sample of military veteran women presenting with 
characteristics of BPD.
The first RCT of DBT was conducted by Linehan and colleagues (Linehan et al., 
1991) and subsequently followed up (Linehan et al., 1993). Linehan et al. (1991) 
compared ‘standard DBT’ to ‘Treatment As Usual’ (TAU) in the community (i.e. 
non-specified model of treatment). Participants were clinically referred and met 
the diagnosis for BPD. They also had recent history of parasuicide within the past 
eight weeks. Results from the study highlighted that compared with TAU, DBT 
participants had fewer incidences of parasuicide, the nature parasuicide was ‘less 
medically severe’, the participants remained in individual therapy and received 
fewer days as a psychiatric inpatient. It was also noted that there was no between- 
group difference on measures of depression, hopelessness, suicidal ideation and 
reasons for living. Therefore, reduction in parasuicide was not thought to be 
mediated by changes in these domains.
A naturalistic follow up one-year post-treatment (Linehan et al, 1993) reported 
that during the initial six months, DBT participants reported less parasuicidal 
behaviour, less anger and increased self-reported social adjustment. Furthermore,
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during the final six months, the DBT group had fewer days psychiatric inpatient 
days. Despite the authors’ acknowledgement that the study did not control for 
current treatment at follow up and small sample size, they concluded with the 
finding of superiority over TAU had been retained at one-year follow up.
Verheul and colleagues in the Netherlands (Verheul et al., 2003) followed a 
similar design to Linehan et a l (1991) by comparing DBT to TAU. However, the 
sample included clinical referrals from addiction treatment and psychiatric 
services, therefore, participants had a diagnosis of BPD, with or without substance 
abuse. Participants were not required to have had a recent episode of parasuicidal 
behaviour. Results to the study demonstrated that DBT had greater rates of 
retention to treatment programme, along with comparably greater reductions in 
self-mutilating behaviour and self-damaging impulsive behaviours. They 
suggested that DBT may be more suited to the treatment of severe, life- 
threatening impulse-control disorders and highlighted that modifications of DBT 
with populations such as drug dependence and binge eating disorder (Linehan et 
a l, 1999a; Wiser & Telch, 1999) have yielded positive effects.
In their follow up, Van den Bosch et al. (2005) examined sustained benefits of 
DBT at intervals of six months and one year post-treatment. At six months, 
compared with TAU, participants had sustained lower levels of self-mutilating 
and impulsive behaviours, and alcohol use. However, the results did not show 
sustained reduction of these behaviours at one year post-treatment. They 
highlight that the pattern of data may suggest that if follow up measures were 
repeated at a longer time period, there may be extinction of the effect of DBT. 
The authors suggested that either continued treatment (i.e. focus on stage two 
targets) or ‘booster sessions’ may help to sustain DBT effects.
Linehan et al. (2006) compared ‘standard DBT’ to one-year community treatment 
by experts of a non-behavioural orientation (CTBE), then subsequently conducted
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one-year post-treatment follow-up. Results suggested that DBT was superior to 
CTBE in preventing suicide attempts, reducing visits to emergency departments 
and reducing inpatient psychiatric care for suicidal ideation. DBT participants 
were less likely to drop out of treatment. Interestingly, depression, suicidal 
ideation and reasons for living improved significantly in both conditions. Linehan 
et al. (2006) commented that DBT participants may have been less likely to 
receive inpatient admission for suicidal ideation due to the encouraged use of 
behavioural skills within the DBT model.
Critique of Empirical Evidence
Scheel (2000) critically reviewed the evidence-base for DBT following the first 
RCT (Linehan et a l, 1991). She highlighted methodological difficulties with the 
research and suggested recommendations for future research directions that would 
substantiate the evidence-base.
She highlighted that a potential DBT bias may have been present because the 
DBT treatment team were experienced, highly qualified professionals who also 
overlapped with the research team. In addition, DBT therapists received specific 
training and supervision and were potentially more motivated and enthusiastic 
towards treatment. More recently, Linehan et al. (2006) have been more explicit 
regarding therapist experience in the DBT versus CBTE study.
Scheel (2000) provided alternative interpretations for some of the key outcomes. 
Firstly, DBT participants had fewer inpatient psychiatric days. She argued that 
this does necessarily represent an improvement in individual functioning. In 
DBT, there are specific protocols for how the team responds to parasuicidal 
behaviour and clients are encouraged, with support, to use their skills to cope 
more effectively with their problems and emotional distress. Furthermore, Scheel 
(2000) suggested the fact that participants are engaged in a stable and supportive 
treatment may lead to earlier discharge from hospital.
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Scheel (2000) commented that information about participants who ‘opt out’ or 
‘dropout’ of treatment had not been subject to investigation by the research team. 
From my review of the literature, this has not yet been considered by researchers.
The initial work of Linehan appears to suggest that depression, hopelessness, 
suicidal ideation and reasons for living are not mediating factors for parasuicide. 
Van den Bosch et al., 2005 have commented upon the measures relating to these 
cognitive and affective factors and suggested that with a one-year DBT 
programme, there would not be an expectation that scores on these measures 
would decrease due to the severe and persistent nature of BPD. However, I 
believe that there are also other factors that could account for deficits in cognitive 
and affective change, for example, the measures employed may not have been 
sensitive enough to detect subtle changes or that thinking patterns take longer to 
change than behavioural patterns particularly if cognitive techniques are not being 
used in therapy. The later studies have noted improvements in cognitive and 
affective factors. However, Feigenbaum (2007) commented that any sustained 
therapeutic involvement may have an impact on the reduction of these symptoms 
in people with a diagnosis of BPD.
Feigenbaum (2007) has provided a more recent review and evaluation of the 
development of the evidence-base. She argued that the RCT studies of DBT 
efficacy often require the participant to finish therapy at one-year which 
represents an artificial evaluation of the full treatment. She also highlighted that 
there is still limited information regarding the effective components of DBT. 
Furthermore, she commented that due to the complexity and diverse nature of 
people with BPD, there needs to be consideration as to which psychological 
treatment is most effective for which presentation.
From my review of both the RCTs and qualitative studies, it is apparent that the 
evidence-base at present is limited with respect to addressing issues of diversity.
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Ethnic minority groups do not appear to have been sufficiently represented in the 
research. Furthermore, there has been a limited consideration the impact of other 
factors of diversity, for example, age, religious beliefs, class on the effectiveness 
or acceptability of treatment.
Conclusion
The DBT model as conceptualised by Linehan has significantly contributed to 
psychological understanding of BPD and created a great deal of enthusiasm, 
motivation and hope for both service-users and professionals. There are many 
aspects of the model that appeal to me as a clinical psychologist in training, 
particularly addressing therapy-interfering behaviours, therapeutic relationship, 
validation strategies and skills training groups.
I also believe that the development of the DBT model of BPD has been an 
important step forward in addressing issues around negative stigma and 
discrimination by services that people with this diagnosis have experienced. I 
consider Clinical Psychologists to be in a strong position to challenge some of the 
negative stigma attached people given this diagnosis, both in their work within 
multi-disciplinary teams and in service development roles.
However, I have a number of reservations about the DBT model and do not 
consider that it would be the most appropriate treatment for every client with a 
diagnosis of BPD. One of most important considerations would be the primary 
target of addressing parasuicide. I believe that there are potential ethical issues to 
be considered with each client because the treatment effectively removes their 
primary coping strategy before addressing the underlying cause of emotional 
distress. It is also clear that clients typically require longer than one-year to start 
to address stage two targets. It is important that extended therapy is an option.
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There are a number of difficulties which, despite a review of the recent literature, 
remain unanswered. Firstly, there is limited discussion of assessment and case 
formulation. Given the difficulties with the concept of diagnosis, it is important 
to be mindful that people with a diagnosis of BPD are a heterogeneous group and 
factors leading to receiving this label may vary extensively. It is important that 
comprehensive assessment and shared understanding of difficulties contribute to 
informing options for intervention.
Secondly, review of the empirical evidence has highlighted that there are many 
limitations to be considered. It is important that further research is conducted to 
determine why people ‘opt out’ and ‘drop out’ of DBT as well as considering the 
views of a more diverse sample of the population of people given a diagnosis of 
BPD.
Thirdly, it is encouraging that studies are being conducted about service-user 
experience of DBT. From this information, it is clear that DBT is not the best 
option for all and that more choice in psychological treatment is required. It is 
imperative that services address the need for alternative treatment options.
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Introduction
Traditionally, clinical psychology as a profession has focused on working with 
individuals to reduce their psychological distress but recent proposals for a change 
in working practices of the mental health workforce (Hope, 2004) has led the 
profession to draw from their skill base and apply psychological knowledge to 
adopt a whole-systems approach towards social inclusion (BPS, 2008). This 
paper will explore how clinical psychologists can work within the broad 
framework of a community psychology approach, as well as critical psychology, 
to address issues of stigma and discrimination leading to social exclusion within 
the population of people considered to have a ‘learning disability’ (LD). I will 
start with an exploration of the concept of ‘social exclusion’, before moving to 
look at the concept of ‘learning disability’ and the impact of this label on people’s 
lives. The views of people identified to belong to this population will make an 
important contribution to understanding the processes leading to the experience of 
stigma and discrimination. The next part of this paper will outline a community 
psychology approach and explore how these ideas can be applied in practice. 
Finally, I will discuss some of the perceived challenges of adopting this approach 
within the context of the NHS.
What is Social Exclusion?
Social exclusion has been defined as ‘what can happen when people or areas
suffer from a combination of linked problems such as unemployment,
discrimination, poor skills, low incomes, poor housing, high crime and family
breakdown’ (ODPM, 2004, as cited in Kagan & Burton, 2005, p.31). The Social
Exclusion Unit (ODPM, 2004) highlighted that the development of ‘inclusive
communities’ can contribute towards breaking the cycle which leads to social
exclusion. They argued that one way of doing this is by reducing stigma and
discrimination within local communities which will enable people with mental
health problems to re-integrate into society and be accepted as ‘equal citizens’.
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However, Le vitas (1998) criticised the concept of social exclusion on the basis 
that it makes the assumption that society is divided into two groups (i.e. the 
‘included’ and the ‘excluded’). She argued that this dichotomous view of society 
can lead to inadequate attention given to people at the margins, as well as ignoring 
the possibility of social exclusion as a dynamic concept, which would enable 
people to move between societal groups over time. It can be argued that people 
who are categorised as having a LD have been labelled by ‘powerful’ agencies to 
fall within this ‘socially excluded’ category.
The Government White Paper Valuing People (DOH, 2001) outlined a new vision 
for people with learning disabilities. They stated that ‘People with learning 
disabilities are amongst the most vulnerable and socially excluded in our 
society... Valuing People sets out how the Government will provide new 
opportunities for children and adults with learning disabilities and their families to 
live full and independent lives as part of their local communities’ (DOH, 2001, 
p.2) The policy has a specific focus on civil rights, choice, inclusion and 
independence for all ‘people with learning disabilities’ (PWLD). I1 believe that it 
is important to explore the roles that clinical psychologists can undertake through 
their work within Government-led services, such as the NHS, to address the wider 
contextual issue of challenging negative attitudes, which may create stigma and 
produce discrimination within local communities.
Beart et al. (2005) summarised some of the most frequent consequences for 
PWLD, which includes segregation from people without learning disability, 
poorer quality of social relationships, and less opportunity to pursue leisure 
activities in the local community. PWLD also have limited opportunities for 
employment, are economically disadvantaged and more likely to live in deprived 
areas (DOH, 2001, 2005).
1 The use of the first person has been used to develop a reflective and critical stance to the paper.
30
Professional Issues Essay
The concept of ‘learning disability’
Definition
Despite the existence of a number of diagnostic manuals (e.g. WHO, 1992; APA,
2000), it is internationally accepted that there are three core criteria indicating the 
presence of a LD: significant impairment of intellectual functioning; significant 
impairment of adaptive or social functioning, and age of onset prior to adulthood 
(BPS, 2000). It is necessary for all three criteria to be present to consider a 
diagnosis of LD. In the UK, psychometric assessment of intellectual functioning 
based on normal distribution, such as the Wechsler Assessment of Intelligence 
Scale -  Third Edition (Wechsler, 1999), which indicates that individual 
performance is more than two standard deviations below the population mean 
fulfils one of the core criteria. Assessment of adaptive or social functioning 
includes both clinical observation and informant-based information using a norm- 
referenced measure (BPS, 2000). Rarely is the ‘diagnosis’ directly sought by the 
person themselves (Beart et a l, 2005). It is often ‘given’ by medical 
professionals and psychologists, which subsequently grants access to specialised 
services, such as Community Teams for People with Learning Disabilities 
(CTPLD), who are perceived as ‘experts’ in the LD identity (Beart et al., 2005).
Although I am aware that the term Teaming difficulties’ is the term preferred by 
user organisations (e.g. Mir et al., 2001), the term ‘people with learning 
disabilities’ (PWLD) will be used in this paper because this term is currently the 
term of choice within the context of the NHS.
‘Learning disability’ as a socially constructed concept
It is important to acknowledge that the concept of LD is socially constructed. The 
meaning of the term, the way in which the concept is measured and who is 
categorised as having a LD varies in time and culture (Hatton, 1998) and is 
arguably influenced by both the historical and political context. Clements (1998) 
provided an overview of three alternative constructions of LD. Firstly, from a
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sociological perspective, he described the way in which ‘powerful’ groups have 
identified and excluded those considered as ‘deviant’ groups, who are ‘different’ 
and ‘lack power’, and provided these groups with inadequate resources. He 
suggested that the development of negative attitudes and expectations can lead to 
self-fulfilling prophecy within individuals in the ‘deviant’ group, therefore, 
perpetuating the issues. Indeed, this paper will predominantly focus on this view. 
Secondly, he summarised the ‘radical behaviourist’ perspective that differences in 
performance in individuals can be accounted for by diversity in reinforcement 
history and environmental contexts, therefore, theoretically a change in 
environmental structure should ameliorate differences. Thirdly, from a positivist 
perspective, he outlined the view that the concept of LD exists and is identified by 
differences in cognitive processes, which are as a result of damage to the central 
nervous system occurring biologically or through early environmental factors, 
such as neglect.
It is important to consider the historical and political context which could have 
arguably contributed to PWLD experience of stigma and discrimination leading to 
social exclusion within society. As LD is a socially constructed concept, 
conceptualisations and social positioning have also changed across time. A 
comprehensive overview is beyond the scope of this paper; however, it is 
important to outline some key changes. Caine et al. (1998) noted the impact of 
changes during the 19th century. The industrial revolution marked a significant 
period of change for society, with specific regard to urbanisation and working 
practices. During this time, people who had difficulties managing the new 
requirements placed upon them became more visible and were re-conceptualised 
as a ‘social problem’. Following this, there was an increase in ‘institutional care’ 
and the existing institutions fell under the auspices of the NHS following the 
advent of the welfare state in the 1940s, therefore, PWLD automatically became 
‘patients’.
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In 1971, a Government White Paper (DOH, 1971) proposed an increase in 
community-based residential services for PWLD. These changes were heavily 
influenced by the principles of normalisation (Wolfensberger, 1972), which 
acknowledged that vulnerable people are devalued by both powerful groups 
within society, as well as by society itself (Race et al, 2005). The principles 
advocated for the integration of PWLD into local communities and a significant 
shift has been moving PWLD out of long-stay institutions into ‘ordinary houses’ 
within local communities with the aim of increasing ‘ordinary’ behaviour (Caine 
et a i, 1998). Subsequently, these ideas were re-defined as social role valorisation 
(Wolfensberger, 1983, as cited in Race et a l,  2005) which made explicit the 
contribution of society in deskilling and devaluing PWLD and proposed that 
PWLD should become valued members of society through the acquisition of new 
skills within supportive environments. This approach largely underpins current 
UK policy (Race et a l, 2005). Although both of these theories have been subject 
to extensive critique, which will not be outlined in this paper, they both 
acknowledge and illustrate an attempt to address social inequalities at a wider 
systemic level.
The social model of disability has been largely overlooked in the development of 
services for PWLD (Race et al., 2005). In contrast to the predominant individual 
model of disability, which positions the individual’s impairment as the cause of 
disability, the social model argues that the disability is caused by political, 
economic and cultural ‘barriers’, which people with ‘impairments’ encounter in 
their daily lives (Race et al., 2005). They also argued that the social model 
promotes consideration of ‘disability’ within a wider context to work to address 
existing barriers with society.
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The individual impact of a ‘learning disability’ label
Historically, terms used to describe this group are now considered derogatory and 
have also been subject to considerable international debate. For example, the 
term ‘mental retardation’ has been subject to extensive critique (e.g. Schalock,
2002). Sinason (1992) noted that these terms have become ‘terms of abuse or 
insult’ within our society directly as a consequence of stigma attached to having a 
LD identity.
Although the focus of this paper will be around working within the context of 
systems around PWLD rather than individual distress, I will briefly consider the 
impact of being given a LD label. In their review paper, Beart et al. (2005) 
highlighted that there has been limited research into the subjective experience and 
impact of having a LD label. They suggested that research indicates that PWLD 
feel stigmatised and that this feeling can be a part of their everyday lives. There is 
also evidence to suggest that people who would fall within the current social 
construction of LD feel uncomfortable in discussions about this identity because 
they are aware of negative social evaluations afforded to having a LD (e.g. 
Sinason, 1992). Craig et al. (2002) explored the relationship people have with 
their LD identity, particularly in relation to professionals within specialist LD 
services, and argued that underlying issues of stigma need to be addressed within 
the context of wider systems to avoid the potential for maintaining stigmatising 
practices.
People who are categorised as having a LD are not a homogenous population and 
they are likely to experience a range of difficulties, for example, physical 
impairments, communication impairments and mental health issues. Indeed, 
evidence suggests that social inequality is a risk factor for development of mental 
health problems (Miller & McClelland, 2006). Therefore, this population of 
society are likely to fall between current health service and social care boundaries. 
Despite the fact that people who have been categorised as having a LD are a
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diverse population, with individuals having a number of social identities (e.g. 
gender, cultural and ethnic background), it appears to be the LD label which is 
most dominant, with other identities receiving less attention. Walmsley and 
Downer (1997) have criticised researchers and professionals for their failure to 
recognise the importance of other identities that PWLD hold. Clinical 
psychologists need to be mindful of alternate identities when using a formulation 
approach with this population.
For example, it is important to be aware of alternative cultural identity, vis-à-vis 
understandings of LD, as well as the multiplicity of challenges of belonging to an 
ethnic minority groups who experience inequality and discrimination (Mir et al.,
2001). PWLD from minority ethnic group may experience multiple levels of 
disadvantage (Summers & Jones, 2004), which can lead to lower uptake of 
services. These factors will contribute towards further stigma, discrimination and 
exclusion from ‘mainstream’ society.
The service-user voice
There is a distinct lack of a ‘voice’ from people who have been categorised as 
having a LD. I have attempted to use data gained from published research or 
evaluative studies but this is far from adequate. The ‘lived experience’ views of 
PWLD are arguably more difficult to ascertain due to the nature of cognitive and 
communication difficulties, and gaining access to ‘participants’ for the purposes 
of research, especially in terms of consent procedures, is challenging. However, 
the current evidence-base has suggested this is possible and should not be 
overlooked (e.g. DOH, 2005). The self-advocacy movement has provided a 
platform for PWLD to stand up for their rights, develop autonomy and make 
decisions about their lives (Walmsley & Downer, 1997).
Abbott and McConkey (2006) explored the perceived barriers and solutions to 
social inclusion from the perspective of PWLD and found that the views of
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‘service-users’ were comparable with current government policy. They also 
provided support for the view that PWLD can make valuable contributions to 
service planning and development and, with appropriate advocacy, similar 
reductions in social exclusion found in other marginalised group could be 
achieved. The voice of PWLD is starting to be heard at various levels of the 
system, and advocated for by Valuing People (DOH, 2001), at the level of 
partnership board, yet nationwide, I have noted disparity.
It is noteworthy that issues of stigma, discrimination and socially excluding 
practices have repeatedly been the focus of UK social policy in the past four 
decades, yet PWLD continue to experience stigma and discrimination by wider 
society. The work of clinical psychologists within this field has been informed by 
principles of normalisation and social role valorisation, which arguably seek to 
reduce stigma and discrimination yet progress appears to be slow. Furthermore, it 
can be argued that the traditional role of clinical psychology has perpetuated 
existing socially excluding practices rather than challenging the origins of social 
exclusion. The development and use of intellectual assessment tools and role of 
assessment of LD can be viewed as examples of this. The next section will 
consider alternative approaches clinical psychologists could adopt to challenge 
issues of stigma and discrimination leading to social exclusion through working 
with local communities, which includes PWLD themselves.
A community psychology approach
The overarching aim of a community psychology approach is to ‘work with 
groups and communities to enable the growth of capacity within the community 
to deal with peoples’ adverse circumstances, helping to bring to the fore 
previously hidden resources of self-efficacy and personal development’ (Orford, 
1992, p.4). By adopting a broader systemic approach, community psychology 
aims to bring about change at more than one level (Orford, 1992). The 
fundamental principle of ‘person-in-context’ allows applied psychologists to
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move away from an individualistic understanding of distress towards developing 
formulations and interventions both within and between a range of social settings, 
such as between home and the workplace, within neighbourhoods, local 
communities or even broader social structures (Orford, 1992). The approach does 
not minimise individual psychological distress but rather develops social action 
through the process of sharing experiences about the nature of oppression.
The ecological systems theory (Bronfenbrenner, 1979) relating to human 
development has provided a useful visual conceptualisation of the multiple 
systems around individuals (see Figure 1). This model encourages psychologists 
to consider what is happening within, across and between levels of the system to 
understand the complexity of social settings and social structures surrounding 
people. By doing this, clinical psychologists can start to do more than merely pay 
attention to contextual issues (BPS, 2008). Currently within the UK, community 
psychology has a low presence yet this approach can contribute to understanding 
concepts, such as social exclusion and marginalisation that can be central to the 
experience of PWLD (Kagan & Burton, 2005).
Prilleltensky and Nelson (1997) outlined the major differences between the 
assumptions and practices of traditional applied psychology and those inherent to 
community psychology. As discussed earlier, problems are defined on the basis 
of social context and diversity within culture within an ecological perspective. 
The role of the psychologist can be understood as a ‘resource collaborator’ 
through consultation, action research, community development and planning, in 
contrast to the ‘expert’ role within traditional applied psychology. Likewise, the 
role of the ‘client’ as an active participant with a focus on allowing their voice to 
be heard and genuine choice, form the foundations for a collaborative approach.
The definition of what constitutes a ‘community’ has posed interesting questions 
for community psychologists. Whether a community represents a ‘geographical
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area, locality or neighbourhood’ (Orford, 1992, p.9), or instead ‘a network of 
social interaction and support’ (Orford, 1992, p.9), what could be considered of 
greater importance to clinical psychologists is the notion of ‘psychological sense 
of community’ (Sarason, 1974). This notion may be particularly pertinent to the 
views of PWLD who, despite having been ‘physically’ integrated through shift 
towards community-based living, continue to feel a sense of difference. As one 
service-user commented ‘I’d like not to be made to feel different...and to feel 
safe’ (Abbott & McConkey, 2006, p. 280). As discussed earlier, feelings of being 
different can expose and maintain feelings of stigma and discrimination.
Figure 1. Ecological systems theory (adapted from Bronfenbrenner. 1979)
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EXOSYSTEM
Political
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Working from a community psychology approach
I will start by exploring the potential of adopting a formulation-based approach to 
issues of stigma and discrimination leading to social exclusion drawing from ideas 
from community and critical psychology. Following this, I will identify 
intervention strategies arising from this approach. I will use examples from both 
PWLD, as well as the field of mental health, to consider whether these ideas could 
be beneficial to reducing stigma and discrimination experienced by PWLD. 
Within this section, I will also draw from current priorities and practice guidance 
for ways of working for applied psychologists (e.g. Hope, 2004; BPS, 2008).
A formulation-based approach
Formulation can provide an overall ‘map’ of something that is difficult to see all 
at once and helps to prioritise particular issues or problems (Butler, 1998, as cited 
in Johnstone & Dallos, 2006). Miller and McClelland (2006) have outlined a 
social inequalities approach to formulation, which enables clinical psychologists 
to capture certain assumptions about the socio-political context, the operation of 
‘power’ within this, and ‘the interaction between the social structure and 
individual agency’ (p. 129). This approach also acknowledges that individuals 
play an active rather than passive role when exposed to trauma or oppression, and 
develop ways of resisting, which are subsequently minimised and resisted by the 
‘powerful’ and dominant groups. Within this approach, issues of difference and 
diversity are valued and there is a focus on strengths and resources available 
within communities, which seek to empower individuals and groups. These ideas 
overlap with the notion of ‘person-in-context’ principles (Orford, 1992), however, 
there is a specific emphasis on issues of ‘power’ and exploring the process of how 
this ‘power’ is frequently used at a number of levels, such as through the process 
of formulation, within services and by society. By using this approach to 
formulation, I believe that individual ‘presenting problems’ can be explored 
within a broader context and allow clinical psychologists to explore strategies for 
intervention that can have an impact across multiple levels of the system.
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Intervention strategies
Kagan and Burton (2005) suggested three strategies for intervention specifically 
with the population of PWLD in mind. It is noteworthy that this paper is unique 
as these strategies are specific to thinking about how reduce stigma and 
discrimination leading to social exclusion within this group. Firstly, they 
highlighted the value of conversations between people who share similar 
experiences to develop a shared group understanding which can form possibility 
for change. An important role for clinical psychology in such work could be to 
facilitate the process of these conversations between people from the LD 
community and validate the experiences shared. As part of this role, I believe it is 
also imperative that clinical psychologists maintain a curious, non-expert position 
with an emphasis on listening to people’s narratives. A potential challenge for 
clinical psychologists during this intervention could be the emphasis of finding a 
group understanding rather than a focus on the individual. However, clinical 
psychologists could apply their skills and knowledge in group dynamics to 
maintain sensitivity to achieve this goal. Melluish and Buhner (1999) have 
provided an example of an initiative focused on building ‘solidarity’ and action 
between men from a working class background who had a shared experience of 
psychological distress related to unemployment.
Secondly, once a ‘group understanding’ has been achieved, Kagan and Burton 
(2005) recommended building new forms of ‘social relations’ or ‘social settings’. 
For example, they use the example of ‘self-advocacy groups’ to illustrate how 
groups with a common shared agenda can establish links with the broader 
movement for civil rights. It has been argued that self-advocacy has helped to 
identify that PWLD are not a homogenous group and that diversity is valued and 
celebrated (Walmsley & Downer, 1997).
However, these ideas are not limited to participation in groups with a direct focus 
on civil rights. Kagan & Burton (2005) have also provided examples of how
40
Professional Issues Essay
developing new projects around local issues which seek to include both people 
with and without a label of LD, such as residents’ associations. Abbott & 
McConkey (2006) highlighted that an increase in positive attitudes towards 
PWLD occurs through social contact and recommended that greater opportunity 
for contact across social settings could be beneficial to the lives of PWLD.
The third strategy suggested by Kagan and Burton (2005) highlighted the 
importance of connecting these group actions to form alliances within wider 
systems. Kagan (1997, as cited in Kagan & Burton, 2005) provided an example 
of sustained work across two decades with collaboration from PWLD, their 
parents, politicians, professionals, academics and non-governmental organisations 
towards community development and inclusion. This project highlights the 
importance of developing longer-term, sustainable structures, which continue to 
drive forward the agenda for inclusion and capture local issues.
Sharing psychological knowledge with key stakeholders
The notion of disseminating psychological knowledge as widely as possible is a 
sensitive issue within the profession of psychology, however, within a community 
psychology approach, this is viewed as essential (Orford, 1992). It has been 
argued that the interactions that occur between key ‘human service’ workers, for 
example, General Practitioners and their patients, is largely psychological in 
nature, yet these professions receive relatively little psychological knowledge 
during their training (Orford, 1992). The people who are employed to support 
PWLD in their everyday lives are in the same position, with potentially even less 
training provided for staff groups. Setting aside proposals from Valuing People 
for minimal training standards to be received by all staff supporting with PWLD 
(DOH, 2001), an important role for clinical psychologists within this context 
could be to share psychological knowledge to the population who work closely 
with PWLD. At one level, this would be the direct care and support workers but 
equally, GPs, practice nurses, community police officers, to name a few
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professions who have regular and significant contact with PWLD. By sharing 
knowledge from PWLD about the impact of having a LD identity and the feelings 
of stigma and discrimination attached to this identity, as well as the way in which 
PWLD experience difficulty integrating within ‘mainstream’ society, existing 
attitudes and beliefs leading to inequality within this population can be 
challenged.
Moreover, by working in partnership with PWLD even greater progress can be 
achieved. Pinfold et al. (2005) concluded that service-user accounts provided a 
key active ingredient in anti-stigma programmes within the context of mental 
health stigma. From a service-user perspective, the ability to have professions on 
the same side as people with lived experiences can strengthen demands for equal 
citizenship (BPS, 2008). However, this type of work does not necessarily require 
collaboration with clinical psychology. For example, a group of PWLD provide 
training to variety of service providers, public sector workers, and schools and 
colleges in the South of England. The courses provided offer training in 
supporting equal opportunities and increasing positive attitudes.
The role of research
One of the core skills of clinical psychology is that of research. It can arguably be 
included as an intervention strategy because new knowledge is required to 
challenge existing knowledge. Within community psychology, there is a focus on 
action research as it seeks to make positive change within organisations, whilst 
simultaneously advancing psychological knowledge and theory in a given area 
(Orford, 1992). This pragmatic approach involves a cyclical process of 
assessment, action and evaluation.
When considering research within this approach, perhaps what is more important 
to consider is the process through which new knowledge is generated. Research 
from a critical community psychology perspective places greater emphasis on
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using participatory methods to enable more ‘inclusive research’ for PWLD. 
Walmsley (2005) has argued for an emancipatory approach in the research 
process and suggested the value of user organisations employing ‘expert 
researchers’ to meet their own research goals, thus maintaining control and power. 
She has also advocated for greater partnership working between academic 
institutions and user organisations.
The approaches discussed all highlight the importance of adopting a whole- 
systems approach to reduce stigma and discrimination leading to social exclusion. 
It has been argued that by developing formulations, which are based on 
understanding across multiple levels of a system and using a values-based 
approach and context-sensitivity, clinical psychologists can play a role in 
developing strategies that can empower collectives within local communities to 
challenge existing social structures in order to promote greater inclusion. 
However, many of these ideas involve a move away from traditional positions 
held by the profession, as well as a shift in current working practices from focus 
on individual distress or ‘disability’ towards a whole-systems approach. In the 
final part of this paper, I will consider some of the challenges to applying these 
ideas in practice.
Challenges raised by community psychology
In the past, community psychology has been criticised for adopting a heavily 
theoretical stance, which has not been followed by change within applied contexts 
(Burton, 2004). However, there is now greater emphasis on developing a critical 
perspective to the approach in order to promote emancipation in society (Orford, 
2008).
One of the major challenges of working within a community psychology approach 
could be described as managing the tensions created by adopting a non-traditional 
approach. Typically, clinical psychologists work within the context of multi-
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disciplinary teams (MDT), which to greater or lesser extent may adopt more 
medical models of practice. The community psychology assumption of non­
professional equality of value may also be construed by some as a potential threat 
to the professional standing of highly trained clinicians (Prilleltensky & Nelson, 
1997). It is clear that community psychological understandings attempt to move 
away from this model of practice in order to challenge existing conceptualisations 
of distress and disability. However, the counter-argument to this is the fact that 
the government agenda is develop new approaches to reduce social exclusion, 
therefore, other professions, such as psychiatry and nursing, will also be working 
towards the same agenda. In line with community psychology approaches, it will 
be important to progress these agendas in collaboration with other professions, 
and user and carer groups.
There are also limitations to the application of community psychology strategies 
within current ethos of NHS practice, which tends to focus on individual distress, 
rather than systems-level change. Current service structures and demands placed 
upon MDT members, particularly in terms of caseloads and service development 
priorities, limit the scope for undertaking work with local communities. In 
addition, there may also be issues around gaining access to resources, as well as, 
challenges to finding alternate support and adequate supervision for working in 
alternative ways. Miller and McClelland (2006) suggested that professional 
networks can be useful as a way of finding people with like-minded opinions.
Furthermore, one of the roles of clinical psychology within services for PWLD 
has been around answering questions about presence of LD or eligibility for 
service provision. This role has put clinical psychologists in the position of 
making recommendations about whether a label of LD should be given. Given 
the available literature on the impact of a LD label, this role has created 
longstanding debate, however, this has the potential to create increased tension for 
clinical psychologists working from a community psychology approach but given
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the current structure of NHS services, it is unlikely to be resolved in the near 
future.
Conclusion
Valuing People (DOH, 2001) makes issues of stigma and discrimination of 
PWLD a priority for professionals working within services. Such a ‘prioritised’ 
focus can perpetuate the existing power imbalances that see PWLD as dependent 
and maintains the ‘expert’ role of human service workers, including clinical 
psychologists. It has been argued that a community psychology approach could 
challenge these power imbalances and aim to make changes at multiple levels of 
the wider system. As reflective and critical practitioners, clinical psychologists 
are in a good position to challenge both their individual practice and current 
constructions of LD through work with professionals, external agencies and local 
community groups. They can also draw from a wide range of psychological 
theories, knowledge of organisational change, as well as from sociology and 
social policy perspectives to understand the interplay between different levels of 
systems. Clinical psychologists are not in a position to change such systems on 
their own but are well-placed to work across systems and join forces to challenge 
existing inequalities. They can do so by working in partnership with PWLD, their 
families and carers, other professions, and non-governmental agencies.
It is arguably more difficult to outline set ways of working with this group to 
reduce stigma and discrimination but this should not be conceived negatively. 
The intervention strategies and examples of good practice highlighted provide a 
snapshot of the potential for working within this approach. Perhaps what is more 
promising is the scope for clinical psychologists to practice within an overarching 
framework or ideology, such as community psychology. Besides I believe that a 
prescriptive list of interventions would be in danger of limiting the scope for this 
approach because the best ideas will come from conversations that occur between 
clinical psychologists, their teams, PWLD and their local communities.
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Introduction
This paper is a reflective account of my experience of a problem based learning 
(PEL) exercise entitled ‘The relationship to change’. The paper will start by 
focusing on the PEL exercise and will include reflections on the original problem, 
the group roles and consideration of the strengths and challenges during the group 
work. I will then discuss the relevance of the PEL exercise to clinical practice 
and conclude with some reflections on my learning.
PEL Exercise 
The original problem
When we first received the PEL exercise title: ‘The relationship to change’, I felt 
somewhat confused and perplexed. At first, the title appeared to lack meaning or 
context. I soon realised that this was precisely the point and that, as a group, we 
would together become involved in a process developing a shared understanding 
for ourselves. I had no prior experience of PEL but was curious and interested.
At our first group meeting, I was excited at the prospect of working towards a 
presentation but also apprehensive. I was aware of a sense of pressure to produce 
work of a high standard because we were presenting to the programme staff and 
our cohort. When I started my training in September, I had been outside of the 
education system for five years. I felt rather intimidated to be surrounded by 
fellow trainees who appeared to have completed their academic studies much 
more recently. I recall thinking that they must be much more familiar with theory 
and research, and as a consequence, much more knowledgeable and competent. 
In order to contain this initial anxiety, I drew upon my experiences of working 
within a team in both clinical and research settings. I attempted to apply the skills 
I had developed in my approach to the PEL exercise.
The early meetings provided a space for sharing a multitude of ideas, experiences 
and styles. All group members were relative strangers, each with their own
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experiences but who were united in their interest and motivation of starting 
training at doctorate level. It was clear that there was a growing energy within the 
group and a willingness to explore and learn. Together, we discussed our initial 
thoughts about the title. This process generated lots of ideas and highlighted the 
diversity of experience within the group. We engaged in a process of independent 
activity in the form of literature searches and shared the new information with the 
group. Through discussion, we arrived at an idea that appeared to create 
enthusiasm for all group members. We proceeded with a working title of ‘the 
relationship of the media in changing attitudes towards mental health’. Our 
discussions revealed that we all considered that the media plays an influential role 
in shaping attitudes towards mental health issues within our society and 
predominantly, it appears to contribute towards maintaining negative attitudes and 
increasing stigma. For the majority of the population, media images provide a 
primary source of information about mental health issues (Repper & Perkins,
2003).
Our work was underpinned by two main theories. Firstly, the transtheoretical 
model of health behaviour change (Prochaska & Velicer, 1997) was useful in 
order to understand the stages individuals experience when engaging in a process 
of change. Secondly, we drew upon mainstream attitude theory within the field of 
social psychology. Attitudes are considered to have three components: cognitive, 
affective and behavioural and attitudes change through direct experience, new 
information or forced behaviour (Triandis, 1971). We also used an example of 
innovative practice to illustrate how the media can have a positive impact in 
changing public attitudes to mental health (Bispham & Cameron, 2007).
Group roles
In order to remain on task with the exercise, it was important for the group 
members to establish roles. We decided to rotate the role of chair and scribe on a 
weekly basis rather than per PBL exercise as suggested by Wood (2003). We felt
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that this approach to roles would promote equality. I felt more comfortable with 
the role of scribe and was happy to volunteer. I found this rewarding because I 
felt I was able to actively engage in developing an understanding of the topic we 
were discussing. However, at times, I found it difficult to fully engage in 
discussions due to the perceived need to capture the flow of ideas. I found 
conducting the role of chair more anxiety provoking. I felt that I became overly 
preoccupied with managing the group dynamics, for example, allowing everyone 
opportunity to share their views. I also felt conscious that I was being observed 
by the facilitator. I felt that this distracted from engaging with the content of the 
session. On reflection, from discussions with group members, it seems that 
apprehension about the role was a common theme and this was not unusual 
because we were not familiar with chairing meetings. If we were to repeat the 
exercise, a constant chair may enhance consistency from week to week.
Strengths and challenges during the group work
On the whole, I felt that the group managed the transition to working together 
without too many difficulties. I felt that that there were a number of factors that 
facilitated this process. For example, we were all well motivated, considerate of 
the perspectives of others and committed to presenting the material in a clear, well 
constructed manner. In terms of group dynamics, these positive attitudes 
appeared to facilitate our group work.
Our chosen medium was to present material in the format of a TV chat show 
interview style. This method allowed us to present theory and research in a light 
hearted and humorous way. Again, I felt that this method appeared to motivate 
the group to remain on task and inspired creativity, as well as offering the 
opportunity for humour which appeared to be an effective way of reducing stress 
and anxiety levels.
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There were some tensions within the group when we were putting together the 
presentation material. I felt that there were two specific examples of challenges 
that the group faced. Firstly, within the group, one group member independently 
decided to write a script of the presentation. I felt that as a group, we were 
appreciative of the efforts of the individual member, whilst at the same time, we 
were concerned that one member was putting in extra effort and that the process 
of developing the presentation would be best shared more equally. We were able 
to discuss this issue openly and the group member was receptive to our concerns. 
Following the discussion, we were able to address the balance of roles and 
negotiate a more cohesive way of finalising the presentation.
Secondly, some group members were concerned about the balance of the 
humorous element and sensitivity required given a potentially emotive topic. As a 
group, I felt that once again, we were receptive to the concerns raised and worked 
well together to explore an alternative way of presenting the information. It also 
enabled us to evaluate our own position with regard to the topic. As a group, we 
were all working together from the position of promoting positive attitudes 
towards mental health. However, we became aware that we would have to make 
our position more explicit through our presentation. Therefore, in order to reflect 
this position in the presentation, we carefully considered all the information being 
presented and evaluated whether it could have been potentially perceived as 
disrespectful or creating ‘shock value’.
As a group, I think that we were aware of diversity issues but did not make these 
issues explicit through our work. If the task were to be repeated, I feel we would 
benefit from further discussions on this topic so that we are able to make links 
with our clinical practice. From our discussion, it was apparent that the media in 
different countries may also serve a different purpose than in the UK. Therefore, 
it is important to consider the mechanisms of change that operate within different 
cultures in order to promote positive attitudes towards mental health. For
55
Problem Based Learning Reflective Account
example, religion may operate as a more powerful mechanism of change within 
other cultures or provide an alternative understanding to the medical model.
Relevance of PBL exercise to clinical practice
The discussion around the use of humour has allowed me to think about how 
people can perceive the same information in different ways, for example, things 
that some people find funny maybe experienced as offensive by others. This has 
helped me to think about sensitivity required when relating to others on placement 
and also about using humour in the context of the therapeutic relationship. It has 
been useful for me to reflect upon the ways in which clients are discussed 
amongst members of an MDT. I have observed somewhat irreverent comments 
from professionals about the nature of their clients’ difficulties. Initially, I felt 
uncomfortable in hearing some of the comments. However, I have realised that in 
order to develop relationships within the MDT, it was important for me to listen 
more closely to their discussions. By doing this, I was able to understand the 
potential functions of a shared language. It has led me to think that language is a 
medium that can unite team members. I have also learnt that when working 
within teams, I may not always agree with the views held by individual members 
but that by listening, without judgement, I can develop a clearer understanding of 
the other person’s position and subsequently, I will be better placed to share my 
position and potentially offer a new insight or way of conceptualising difficulties. 
I am also mindful of the way in which I use language when talking about clients 
with team members.
Since starting my clinical placement, I have worked with a male client in his mid­
twenties who was motivated to seek support for his difficulties following the 
portrayal of a character with obsessive compulsive disorder (OCD) in a TV soap 
opera. The client said that he saw similarities in the rituals that the character 
engaged in and this led him to seek help from his GP. However, the storyline also 
created anxiety and fear for the client because the character subsequently
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attempted suicide and was admitted to psychiatric hospital. The client described 
how this storyline served to increase his sense of hopelessness and he also 
attempted suicide. This example highlights that the media can play a significant 
role in initiating a cycle of change for individuals. On the one hand, the media 
can act as a valuable resource that can help to address mental health concerns that 
people face and even reassure individuals that they are not alone in their distress. 
However, it frequently appears to be the case that storylines are sensationalised 
and often the worst case scenario is presented. Research has shown that exposure 
to suicidal behaviour, either directly or indirectly, e.g. through TV portrayal of the 
topic, can be a factor in suicidal behaviour (Hawton & Williams, 2005).
Conclusion
This PBL exercise has enabled me to learn about the impact of the media on 
mental health issues and the importance of role modelling positive attitudes 
towards mental health. I feel that the latter is integral to the role of a clinical 
psychologist. In addition, both in my personal and professional life, I attempt to 
share information to provide people with new knowledge that will hopefully 
challenges existing attitudes. This fits with the model of attitude, i.e. attitudes 
change with the acquisition of new information. Similarly, therapy can be viewed 
as a process of change during which new information or information that is 
presented in a different way serves to facilitate new understanding. I now 
understand that therapy can be seen as a process through which the client changes 
their relationship with their difficulty. The PBL exercise has also allowed me to 
experience the value of group work. I hope that my positive experience of group 
work will be influential in my clinical practice.
57
Problem Based Learning Reflective Account
References
Bispham, P. & Cameron, I . (2007, 22 February). The media get the message. 
Community Care, pp. 34-35.
Hawton, K. & Williams, K. (2005). Media influences on suicidal behaviour: 
Evidence and prevention. In K. Hawton (Ed.) Prevention and treatment o f 
suicidal behaviour: From science to practice. Oxford: Oxford University Press.
Repper, J. & Perkins, R. (2003). Social inclusion and recovery: A model for  
mental health practice. London: Bailhère Tindall.
Prochaska, J.O. & Velicer, W.F. (1997). The transtheoretical model of health 
behaviour change. American Journal o f Health Promotion, 12 ,139-48.
Triandis, H.C. (1971). Attitude and attitude change. New York: Wiley.
Wood, D.F. (2003). Problem based learning: ABC of learning and teaching in 
medicine. BMJ, 326, 328-330.
58
Problem Based Learning Reflective Account
March 2009 
Year Two
59
Problem Based Learning Reflective Account
Introduction
This paper is a reflective account of my experience of a Problem-Based Learning 
(PBL) exercise exploring ‘The Case of Mr. Nikolas’. I will start by outlining our 
initial responses to the PBL exercise which will include reflections on the original 
problem, a discussion of the group process and consideration of the strengths and 
challenges that presented during these discussions. I will then discuss how I feel 
the PBL exercise was relevant to my clinical practice. Throughout I have outlined 
my future learning points. In order to inform my process of reflection, I have 
used Kolb’s (1984) model of experiential learning and Gibb’s model of reflection 
(Gibbs, 1988).
The PBL Exercise 
The Original Problem
When we were first informed that the PBL exercise would be a joint piece of 
work with third-year trainees I felt that it would provide a good opportunity for 
learning together with colleagues who are more advanced in their training. My 
enthusiasm for the task grew when I discovered that the exercise was around a 
hypothetical clinical case, which I felt would allow us as a group to work 
collaboratively to formulate and draw out pertinent issues from the case material. 
However, I was also slightly concerned that the additional knowledge and 
experience held by the final year trainees may impact on my ability to engage in 
discussion but was aware that I could draw upon my experience of working within 
multi-disciplinary teams with qualified professionals to adapt to this new learning 
environment.
Our idea for the PBL presentation emerged through our initial discussions around
the case material. During our early discussions, it emerged that we were primarily
focused on the image of our client as a ‘vulnerable’ and ‘frail’ older adult who
was in need of the support of services to protect him from potential abuse from his
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extended family. However, when we were exploring the finer details of the 
genogram, one of the second-year trainees pointed out that the age difference 
between the client and his ex-wife had meant that she was age 14 at the birth of 
their first child. This led us to discuss the potential impact of the new knowledge 
that our client could be classified as a ‘sex offender’ and how our preconceptions 
of him may change as a result. As a group, we decided to focus our presentation 
around exploring preconceptions we bring to clinical work.
Group process
In order to reflect on the group process, I have drawn from Tuckman’s four stage 
model of group development (Tuckman, 1965). At our first meeting, it became 
apparent that the two third-year trainees had already received and started to digest 
the case material provided. Furthermore, the case was based on issues related to 
working with older people and the third-year trainees had had teaching on 
pertinent issues and were just about to start their older adult placement. Initially, I 
felt that this gave them an advantage and may have perpetuated the potential for 
an imbalance of power between the two year groups. However, I felt confident 
enough to share my thoughts and ask clarifying questions during our initial group 
discussion.
During our discussions in the first meeting, one of the third-year trainees appeared 
to take on a leadership role within the group. I was surprised when this happened 
because it challenged my preconceptions about the way in which groups develop. 
I felt that this role had been taken rather than negotiated between group members 
and feel that it is unfortunate that I did not feel in a position to discuss this openly 
within the group at the time. On reflection, one notable difference for this PBL 
exercise was the absence of a facilitator during our initial discussions. I wonder if 
the presence of a facilitator would have changed the pace at which roles emerged 
within our group.
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Upon reflection, I am also able acknowledge that other factors may have come 
into play when thinking about initial roles undertaken by group members. At the 
time of the PBL exercise, all the second-year trainees belonged to the same 
Personal and Professional Development group (PPD). Within the PPD group, 
there were ongoing interpersonal tensions which, at the time of the PBL exercise, 
were not resolved. I feel that it is likely that some of these interpersonal tensions 
were brought into the newly formed group, albeit at an unconscious level. I recall 
feeling less inclined to create additional tensions on top of existing ones and 
therefore, may have acted in a more complacent manner to compensate. I coped 
with the initial difficulties by remaining silent, or acquiescing with the majority 
opinion. At the time, I do not feel that I was fully aware of the potential impact 
my non-verbal behaviour could have had on the group. I now feel it is possible 
that the third-year trainee was reacting in response to a sense of ambivalence to 
the exercise presented by the second-year trainees.
However, I believe that my role changed within the group as we became more 
involved with the exercise and as my confidence in my ability to contribute 
towards the exercise increased. An example of this is during the later sessions 
when we were working on the computer to put together our presentation slides. 
During this session, I felt comfortable with taking on a more central position 
within the group, possibly because I find it easier to work with visual material as 
opposed to verbal discussion, or perhaps because dynamics within the group had 
changed and initial tensions from the PPD group had subsided. Tuckman (1965) 
refers to this stage as functional role-relatedness. During this stage, roles played 
by group members become more flexible in order to adapt to the demands of the 
group exercise.
Our group consisted of seven females within the mid to late twenties age range. 
We all identified ourselves as having a White British origin. When we started to 
form as a group, I wonder how much the perceived similarities between us may
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have contributed to the way in which we related to each other and the case 
material. I believe that this could have impacted on our development within the 
group, particularly the approach we took to the exercise. If there had been more 
perceived diversity within the group, I wonder if our discussions would have 
taken us along another path.
Strengths and Challenges during the Group Work
On the whole, despite the initial tensions, which I feel characterised the first two 
meetings, the group managed to develop a way of working collaboratively to 
produce a presentation to our colleagues and several course team members.
I believe that the split of trainees across the two year groups created challenges, 
particularly in terms of perceived importance of the exercise in the context of a 
heavy workload for the third-year trainees. I feel that this also contributed to what 
I perceived as a need to become task focused at an early stage. During our later 
meetings, I felt more motivated and enthusiastic about the work we had generated 
together and I also had a sense that the rest of the group felt the same way. 
According to Tuckman (1965) overcoming initial tensions and differences is 
inherent in small group development and I think that as the task progressed we all 
started to feel ownership over the material. In future group work, I think it is 
important to be aware that initial tensions are part of any group forming and to 
keep hold of the fact that this is likely to change over time.
Our chosen medium was to present material in an interactive slideshow style. 
This method allowed us to use audience participation to get across some of our 
ideas. The focus of the presentation was on exploring our preconceptions and 
initial assumptions about Mr. Nikolas. Therefore, we presented some ideas in a 
light-hearted and humorous way. I believe that this method helped to create a 
lighter atmosphere within the group and at the end of the presentation I felt that 
we had finally resolved our initial difficulties. I was interested in the audience’s
63
Problem Based Learning Reflective Account
response to the material we presented. I had made an assumption that the 
audience, particularly the course team, would have valued our ability to have 
explored the case material, particularly the age difference between Mr. Nikolas 
and his first wife. However, I felt that this observation was met with surprise and 
that we must have misunderstood the material. I believe that this reaction served 
to highlight that information that is revealed about our clients could produce 
immediate emotional reactions in us that will undoubtedly relate to our cultural 
and moral value-base.
If the presentation were to be repeated, the group could consider how to present 
this information with greater sensitivity. I will be aware of this in the future when 
I am required to present sensitive case material or when I notice an emotional 
reaction to material presented. Furthermore, I believe that there is potential 
benefit to be gained from the practice of mindfulness meditation, which enables 
individuals to develop greater self-awareness, particularly the connection between 
mind and body, and an enhanced ability to respond with self-compassion in 
difficult situations (e.g. Hanh, 1975; Shapiro et al. 2005).
Relevance of PBL Exercise to Clinical Practice
During my current clinical placement, I have been involved in a systemic 
supervision group. In this group, a trainee and a supervisor discuss a case whilst 
other trainees and their supervisors act as a reflecting team. I have found the 
experience of being part of the reflecting team to be reminiscent of the way in 
which the PBL group discussed Mr. Nikolas. I was struck by the initial anxiety I 
felt about sharing my thoughts about the case in front of qualified psychologists. 
My initial anxiety was reduced by sharing observations about the broader context 
of the client’s life, opening out alternative possibilities and the potential to draw 
psychological knowledge from other areas. I think that my experience of the PBL 
group has prompted me to think about the context of people’s lives both in the
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present and historically, and the way that our own culture can inform the 
assumptions we make.
It has been useful for me to reflect on how Mr Nikolas and his family would have 
made sense of our group discussions if they have been present during our initial 
meetings. I feel that although we made what could be perceived as negative 
assumptions about his life context, I think we were sensitive in our discussions 
and were clear amongst the group that we were drawing from extreme 
stereotypes. However, it is possible that this sensitivity did not transfer to our 
presentation material. I will be careful to apply this learning point in future 
clinical work, particularly when talking to individuals or groups about material of 
a sensitive nature.
It is noteworthy that I have not worked within an older adult setting and I am also 
yet to gain experience in working with families. I will be able to draw upon from 
my learning in this exercise but I feel it will also be useful for me to reflect on this 
group exercise at a later point in training to see if my learning points are helpful 
once I am able to put them into practice (Kolb, 1984).
Conclusion
The reflective account of the PBL exercise has created an opportunity for me to 
make sense of the group experience beyond my immediate interpretations, which 
were primarily focused on issues around power imbalance between trainees from 
the two cohorts. I have learnt that even if there are initial difficulties within 
groups that dynamics are constantly changing and it is possible to adopt different 
roles during different phases of a task. I feel that the opportunity to explore these 
alternative explanations for the group experience can be tested out in other group 
situations in the future both at university and in clinical practice.
65
Problem Based Learning Reflective Account
References
Gibbs, G. (1988). Learning by doing: A guide to teaching and learning methods. 
Oxford: Further Education Unit, Oxford Polytechnic.
Hanh, T. N. (1975). The miracle o f mindfulness. London, Rider.
Kolb, D.A. (1984). Experiential learning: Experience as the source o f learning 
and development. New Jersey: Prentice Hall.
Shapiro, S.L., Astin, J.A., Bishop, S.R., Cordova, M. (2005). Mindfulness-based 
stress reduction for health care professionals: Results from a randomised trial. 
International Journal o f Stress Management, 12 (2), 164 -  176.
Tuckman, B.W. (1965). Developmental sequence in small groups. Psychological 
Bulletin, 63 (6), 384-399.
66
Problem Based Learning Reflective Account
March 2010 
Year Three
Problem Based Learning Reflective Account
Introduction
This paper is a reflective account of my experience of participation in a Problem- 
Based Learning (PBL) exercise, which explored ‘How do we know if Improving 
Access to Psychological Therapies (IAPT) is working?’ I will begin by outlining 
my own and group responses to the PBL exercise. This account will focus on my 
reflections on the task that the group was asked to embark upon, consider the 
process of group formation and consider strengths and challenges to this process. 
Following this, I will outline how I feel this task and my learning experiences 
from the group work relate to my clinical practice, together with a consideration 
of key learning points for my future as a clinical psychologist in the NHS.
The PBL Exercise 
The Group Task
The group task was a joint exercise between second-year and third-year trainees. 
My experience of a PBL exercise during my second-year of training had 
generated anxiety about potentially greater knowledge and experience held by the 
final year trainees and I positioned them as holding a higher status. In this task, I 
felt very aware of the potential for perceived power imbalances between the two 
year groups. On reflection, I find it curious that I had held these perceptions 
because I now feel it is much more about how the group approach the task and 
overcome setbacks when they occur than about the position and knowledge held 
by individual trainees. When embarking on the current PBL, I was mindful of the 
experiences I was bringing to the group and especially wanted to be sensitive to 
issues of power. Throughout this account, I will make reference to trainees by 
their year of training; however, I feel that this for me reflects a relative level of 
comfort and experience of prior group work with trainees in my cohort and 
relative lack of prior experience with the second-year cohort.
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Our group task was to prepare a consultancy report in relation to how the 
effectiveness of IAPT programmes can be assessed. During our initial group 
discussions, the group quickly became focused on the area of outcome 
measurement. We became united in our concern about the frequency and 
usefulness of routine outcome measures specified for use in the IAPT Outcomes 
Toolkit (DOH, 2008). A second-year trainee had had recent experience of 
conducting an evaluation within an IAPT service. I felt this was invaluable and 
allowed us to think through issues around how guidelines for developing IAPT 
services are applied in clinical settings. As a group, we were primarily concerned 
about the applicability of IAPT guidelines and subsequently decided to research 
these issues further as a group.
Group process
Tuckman’s model of group development provides a useful conceptualisation of 
group process (Tuckman, 1965). He proposed a developmental model consisting 
of four phases: testing and dependence; intra-group conflict; group cohesion, and 
functional role-relatedness. Our first group meeting generated many initial ideas 
and all members had interesting contributions to make to the discussions. I had 
worked with my two third-year colleagues in PBL exercises previously and 
believe this helped me to feel comfortable in the new group. I found it interesting 
that no individual member appeared to position themselves in an obvious 
leadership role, which I experienced as a stark contrast from my experience the 
previous year. I wonder whether this was because each member was 
apprehensive about the potential reactions of other group members. The two 
third-years and I had discussed our experience of the previous task and therefore it 
did not surprise me that none of us had experimented with taking a leadership 
role. I experienced the work environment as friendly and respectful, with an 
awareness of training pressures outside of the task for both year groups. In terms 
of Tuckman’s model, I noticed very little in the way of members testing out roles
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within the group and we all appeared accepting each others needs and working 
styles.
Our group consisted of seven members, all female apart from one male. 
Conversations around issues pertaining to difference were not explicitly discussed 
during our work together. I now believe that this could have been a useful 
discussion because it was difficult to understand how similarities or differences 
were perceived and any impact, positive or negative, this had on our group 
process. Our early discussions were characterised by mutual agreement and 
shared focus, which I now feel could have limited our space for further 
exploration of the subject and limited the possibility of maintaining a position of 
curiosity about alternative perspectives.
I have found the safe-uncertainty framework conceptualised by Barry Mason 
useful when making sense of our group process (Mason, 1993). It is likely that 
we arrived at the PBL exercise in a position of unsafe uncertainty, with each 
member holding their own anxieties and previous experiences of group work, 
which impacted on feelings of safety to a greater or lesser extent. Generally, 
when we feel unsafe and uncertain there is a tendency to seek out positions of 
safety. Our initial discussions generated a lot of shared concerns which united 
and focused the group and may have created a sense of safety within the group, 
which was functional because it appeared to enable group cohesion. However, 
when considered in the context of Tuckman’s model (Tuckman, 1965), our group 
appeared to jump to the third stage of group development, group cohesion, almost 
from the outset. During the PBL exercise, I found the shared concerns and 
agreements in how we might proceed to be a positive experience, which helped 
increase my motivation and interest in the task. Further reflection upon what I 
perceived to be the strengths and challenges of the group process will consider 
whether arriving at an early position of safety may have impacted on group 
development.
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Strengths and Challenges during the Group Work
As a group, I feel we found a way of working together which was focused on 
drawing upon the strengths that each of us had to offer. For example, when we 
started to compose our presentation, we chose to use both formal presentation and 
short sketches to illustrate our key points. The group divided into two smaller 
groups to develop each of these areas and we all had the opportunity to work in 
our preferred group. These groups worked independently of each other but we 
began and ended preparation sessions as a whole group. This way of working 
proved to be enormously time efficient and it was wonderful to see the creative 
process and enthusiasm for the separate tasks emerge and then converge when we 
joined to share our work.
During the process of preparing our presentation, we were confronted with the 
challenge of scheduling mutually convenient times to meet as a whole group and 
this was largely due to timetable differences and other pre-arranged commitments. 
This meant that we struggled during the later meetings to meet as a whole group. 
Although I did not experience this as particularly problematic at the time, I 
wonder if this may have caused tensions within the group with some members 
feeling that the division of work, especially immediately leading up to the 
presentation, was unequal. Also, important decisions about what to include and 
how to present information were also difficult to make when the absence of 
members meant that full consultation was unachievable.
The most challenging aspect of the group work for me emerged during the final 
preparation meeting. Prior to the meeting, whilst reflecting on our presentation 
material, I began to feel uncertain about presenting some of the content of one of 
the sketches which had been written jointly by three of the second-year trainees. I 
had been aware of the content of the sketch since our early meetings and had 
initially found the particular aspect of the sketch humorous. However, as the 
presentation date approached, I developed reservations about the appropriateness
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of humour and started to think about the message that this particular ‘joke’ might 
give to our audience about the attitudes we held. At the same time, I was also 
conscious of the members who had written the work and did not want to offend 
their work, especially just before we were due to present. I initially discussed my 
concerns with a third-year trainee whom I knew had had similar reservations 
about the use of certain types of humour from our previous work together. 
Between us we raised our concerns with the group members who were present. 
An interesting debate ensued and I became aware that not all the group had shared 
the view that the particular joke could be perceived as offensive, however, we 
reached a mutual decision to substitute the joke.
Within the context of the two models highlighted earlier (Tuckman, 1965; Mason, 
1993), I feel that as a group we may have prematurely arrived at a place of safety 
and believed in a shared certainty about the task ahead. I think that this may have 
reduced our ability to remain curious about the topic we were investigating and 
listen to evolving viewpoints. The additional pressure of preparation time and 
reduced attendance at meetings is likely to have contributed to our limited focus.
Relevance of PBL Exercise to Clinical Practice
Whilst working in multi-disciplinary teams (MDT), and in clinical group 
activities, such as consultation, I think it will be important to create more space at 
early stages in the work to explore and stay curious about the views and positions 
that individual members bring to discussions. It will be important to remain alert 
to the process that groups go through when arriving at decisions and take care not 
to close down potentially valuable perspectives or solutions too quickly. I am 
aware that this may be a temptation when working in busy settings when teams 
are in search of quick answers to challenging problems.
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From a personal perspective, throughout my clinical training I have been 
developing my skills in group work and at an earlier stage took on predominantly 
observer roles. Now I am in the latter stages of training, I have started to apply 
my observational skills and comment on group process in a timely manner to 
support teams to consider their process. I hope to continue to apply these skills as 
I work in new teams. Alongside this, as evident in the current PBL exercise, I 
have learnt the importance of standing up for my own position and values in 
relation to aspects of work and, through tasks such as this, I have practiced 
expressing my views which may challenge the status quo and raise awareness to 
hopefully generate discussion around issues that can often be taken for granted.
Finally, the PBL exercise provided the opportunity for me to think about issues 
that are raised by government restructuring of NHS resources, such as the IAPT 
programmes, and my position and views in relation to these issues as I approach 
qualification. I experienced this as a timely exercise that has helped me to think 
differently and hopefully constructively about how I hope to be able to practice 
post-qualification, particularly in terms of issues such as outcome measurement. 
Throughout training I have been interested in how services can become recovery- 
oriented and this has enabled me to think creatively about alternative ‘outcomes’ 
that can be captured (e.g. NIMHE, 2005).
Conclusion
The process of reflecting upon the current PBL exercise has provided the 
opportunity to think about how I can apply my learning in the future as a newly 
qualified clinical psychologist. The key learning points for me have emerged 
through the process of our group development and have allowed me to consider 
the value of finding space to have conversations about both similarities and 
differences of opinion that emerge during the process of group work and in 
clinical activities, such as team meetings and consultation activities. I hope that 
these experiences will help me to remain curious and mindful when working in
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teams and use my learning experiences to inform my future roles and positions in 
these activities.
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Summary
In the Case Discussion Group process account, I have reflected upon my 
experience of learning from a Case Discussion Group (CDG) which took place 
fortnightly throughout the duration of the first year of clinical training. The 
CDG group membership was static and consisted of seven females, including the 
group facilitator, and one male trainee. In the account, I have attempted to make 
sense of the group development process and have utilised a model of group 
development in order to consider the main challenges which have arisen during 
the year. I have also explored the process of overcoming these difficulties and 
moving forwards as a group. I have chosen specific examples of both positive 
experiences and challenges, in order to highlight what I have learnt from the 
group and demonstrate the structure of the ‘work’ of the group. I have applied 
models of reflection and experiential learning in order to structure my process of 
reflection. I have considered my contributions to the group and explored how the 
group experience has impacted on my learning. I have also examined how I feel 
these experiences relate to the wider system of training as a clinical psychologist 
and also have considered ways that I can apply my learning from the group in the 
future.
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Summary
In this account, I have explored my learning and development within a Case 
Discussion Group (CDG) during my second year of clinical training. This 
account follows an earlier account of CDG group process written at the end of my 
first year of training. In the current account, I have attempted to understand group 
process issues, including periods of intra-group conflict, and have reflected upon 
these issues in relation to psychological theory. I have drawn from group 
development and psychotherapeutic models to provide a framework for my 
experiences. I have also reflected upon how groups can move forwards despite 
periods of difficulty. I have also considered the change in my perceived roles 
within the group and how being a part of the group has contributed towards my 
learning and development as a clinical psychologist. I have also made links to the 
wider of context of training as a clinical psychologist. As the CDG experienced 
changes in group membership over the year, this account is characterised by a 
theme of loss and change and I have found it useful to reflect upon this in relation 
to clinical practice.
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Summary of Clinical Placement Experiences
Years One -  Three 
November 2007 -  September 2010
Summary of Clinical Placement Experiences
ADULT MENTAL HEALTH (November 2007 -  September 2008)
Setting: Placement within a Community Mental Health Team located within an 
outer-city borough.
Clients and Presenting Difficulties: Adults (aged 21 -  71) with moderate, severe 
and enduring mental health problems. Presenting difficulties included: 
depression, anxiety, OCD, panic, bipolar disorder, psychosis, eating disorder, and 
personality disorder.
Modes and Type of Work: Individual direct work with individuals. Group work 
interventions. Psychometric assessment.
Model: Cognitive Behaviour Therapy (CBT).
Service Delivery Settings: Outpatient, community, client’s home and day hospital 
setting.
Teaching and Training: Presentation to Carer’s group on Cognitive Behavioural 
Therapy.
Research/Audit: Service Related Research Project - ‘Service evaluation of a pilot 
Intentional Peer Support project on an acute mental health ward: Peer Support 
Worker perspective.’
PEOPLE WITH LEARNING DISABILITIES (October 2008 - March 2009)
Setting: Community Team for People with Learning Disabilities in a rural
location.
Clients and Presenting Difficulties: Adults (aged 24 - 65) with mild, moderate, 
severe and profound learning disabilities presenting with anxiety, anger, 
depression, challenging behaviour, difficulties associated with autistic spectrum 
disorders, dementia.
82
Summary of Clinical Placement Experiences
Modes and Type of Work: Direct work with individuals. Psychometric
assessment. Indirect work with staff teams in residential care settings. Joint work 
with other professionals. Informal supervision/advice with healthcare assistant 
involved in group work in an inpatient setting.
Models: CBT; Narrative; Systemic; Behavioural (including functional
assessment).
Service Delivery Settings: Client’s home; residential settings; supported living; 
day services; community; inpatient.
Teaching and Training: Training to residential care team on dementia and
challenging behaviour.
CHILDREN AND YOUNG PEOPLE (April 2009 -  September 2009)
Setting: Specialist Child and Adolescent Mental Health Service within a
community setting.
Clients and Presenting Difficulties: Children and young people (aged 0 - 1 7 )  
presenting with depression, anxiety, low self-esteem, OCD, phobia, self-harm, 
anger management difficulties, attachment difficulties, developmental delay.
Modes and Types of Work: Direct work with children, young people and family 
members. Indirect work with teachers, allied health professionals. Set up and co­
facilitated CBT-based group and workshop for young people presenting with low 
mood, low self-esteem, anxiety (joint work with assistant psychologist). Provided 
supervision to assistant psychologist on specific phobia work.
Model: CBT; Systemic; Narrative; Cognitive-developmental.
Service Delivery Settings: Community; Outpatient; School.
Teaching and Training: MDT case presentation on integrative work around
specific phobia (Behavioural and Systemic).
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OLDER ADULTS (October 2009 -  March 2010)
Setting: Clinical Psychology in Physical Rehabilitation.
Clients and Presenting Difficulties: Adults (aged 58 - 94) presenting with anxiety, 
fear of falling, depression, stroke, Parkinson’s Disease, Multiple Sclerosis, 
cognitive impairment.
Modes and Types of Work: Direct work with individuals and couples. Indirect 
work with staff. Joint work with other professionals. Group work. Consultation 
work with other professionals.
Model: CBT; Rational Emotive Behaviour Therapy; Systemic; Narrative.
Service Delivery Settings: Inpatient; day hospital; outpatient; client’s home.
Teaching and Training: Teaching to psychology department regarding ‘recovery’ 
concept for older adults. Training to Occupational Therapy on Post-Stroke 
Depression Screening Protocol. Two psychoeducational presentations within day 
hospital setting.
Research/Audit: Audit of Post-Stroke Screening Protocol in inpatient setting.
ADVANCED COMPETENCY (April 2010 -  September 2010)
Setting: Specialist Eating Disorders Service.
Clients and Presenting Difficulties: Adults (aged 18 -  51) presenting with
anorexia nervosa, bulimia nervosa and eating disorder not otherwise specified.
Modes and Types of Work: Direct work with clients.
Model: CBT, including Schema-focused; Narrative; Motivational enhancement. 
Service Delivery Settings: Outpatient; Daypatient.
Teaching and Training: Teaching to MDT on the concept of ‘recovery’ and how 
this may relate the Eating Disorder population.
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Cognitive behavioural therapy with a woman in her mid twenties 
presenting with bulimia nervosa and depression.
April 2008 
Year One
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Summary
This case report considered a piece of clinical work carried out with a woman in 
her mid-twenties presenting with bulimia nervosa and depression. The client, 
Samantha Green, was referred to a Community Mental Health Team setting 
following longstanding eating difficulties starting during adolescence. Initial 
assessment was conducted independently over two sessions and specific advice 
pertaining to eating disorders was sought from a Specialist Nurse. The 
assessment highlighted that Samantha’s difficulties with eating and low mood 
were related to thoughts around low self-worth. An evidence-based cognitive 
behavioural intervention was adopted. Initial behavioural strategies were focused 
on supporting Samantha to re-establish a regular eating pattern, which would 
subsequently reduce frequency of binge eating and associated purging. This was 
followed by cognitive work, with a specific focus on her negative beliefs around 
shape and weight. The initial work was conducted over eight sessions and 
outcome was measured using a depression inventory, Body Mass Index, and 
recordings in a food and thought monitoring diary. The initial formulation was 
extended to consider maintaining factors around interpersonal and mood-related 
factors which were planned to be addressed in ongoing work. A critical review of 
the work, considerations of diversity, and specific issues pertaining to the eating 
disorder population, such as weighing clients and motivational issues, were 
highlighted.
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Cognitive behavioural therapy with a man in his late thirties 
presenting low mood and a diagnosis of bipolar disorder.
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Summary of Adult Mental Health Case Report
Summary
This case report documented a piece of clinical work conducted within a 
Community Mental Health Team setting. The client, Joseph Barnes, was a White 
British man in his late thirties presenting with a diagnosis of bipolar disorder. He 
was referred to Clinical Psychology for recurrent periods of low mood, which had 
frequently resulted in periods of non-attendance at work. The assessment 
highlighted that Joseph’s low mood had been triggered by his thoughts of failure 
in relation to his marriage breakdown. A cognitive behavioural approach to the 
work was adopted over a total of twenty individual sessions. Both cognitive and 
behavioural strategies were employed during the work. Behavioural strategies for 
managing low mood, included activity scheduling, and cognitive techniques, such 
as thought monitoring diaries, identifying negative cognitions and thought 
challenging strategies, were utilised. The latter part of the work was focused on 
relapse prevention strategies for managing both periods of low mood and mania. 
Outcome was considered through qualitative description of change from both the 
client and therapist perspectives, as well as monitoring non-attendance at work. 
At the end of therapy, Joseph reported a reduction in periods of low mood. A 
reformulation of the work was offered. The case report concluded with a critical 
review of the work and consideration of working with diversity issues.
Summary of People with Learning Disabilities Case Report
Narrative therapy with “Anger” with a man in his early thirties with a
mild learning disability.
April 2009 
Year Two
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Summary
The case report explored a piece of clinical work carried out with a man in his 
early thirties with a mild learning disability. A narrative therapy approach was 
adopted. Harry Jones presented with concerns about his anger in personal 
relationships following the recent breakdown of his marriage. Initial assessment 
of the problem was conducted during four individual interviews and discussion 
with his Support Worker. The initial hypotheses highlighted that Harry’s thin, 
problem-saturated description appeared to focus on him as a person who has 
difficulties with anger, which he felt seemed to be present in most of his close 
relationships. His narrative around being an ‘angry person’ appeared to have 
arisen from his sense of rejection and abandonment by his family of origin and his 
sense of frustration and sadness that other people do not care for him or 
understand the impact that the loss of his family has had on him. Using a 
narrative approach, Harry and I engaged in externalising conversations around 
“Anger”, tracing the history and exploring the effects of “Anger”, discovering 
unique outcomes and thickening the alternative, preferred story. The outcome to 
therapy suggested that through our conversations, Harry had been able to develop 
an alternative narrative of himself as a thoughtful, caring and brave person. 
Reflections on the work and learning points for future practice are offered.
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Becoming a ‘good enough’ trainee: A tale o f parallel processes.
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Summary
The oral presentation of clinical activity was conducted during my children and 
young people placement and explored my development as a clinical psychologist 
in the context of a piece of clinical work. The stages of competence model was 
employed to highlight aspects of my learning process. The case that I chose to 
present demonstrated three aspects of development in my clinical skills: 
formulation; the therapeutic relationship; and working with difference and 
diversity across the lifespan.
The clinical work was with a secondary school aged girl, Amy, who presented 
with specific phobia and generalised anxiety at Child and Adolescent Mental 
Health Service setting. The initial assessment highlighted that both Amy, and her 
brother, Tom, were both experiencing the same specific phobia, and their mother. 
Sue, was finding their anxiety difficult to manage because it impacted on the 
family’s everyday life. An integrative approach to the work was adopted, 
drawing on behavioural and systemic models. The intervention plan was 
twofold: direct work on the specific phobia was undertaken by a psychology 
colleague using a behavioural approach, and I conducted direct work with Sue to 
explore what was maintaining the specific phobia.
Through my work with Sue, it emerged that she was struggling to cope following 
a recent separation and was experiencing periods of low mood. In addition, early 
attachment difficulties between Amy and Sue were highlighted, and were 
hypothesised to be maintaining Amy’s anxiety, expressed in her specific phobia 
but also more generally in her daily life (e.g. through repetitive questioning of her 
mother about her fears). Sue expressed high expectations for herself as a parent, 
continuously striving to a ‘better mother’ to her children and felt guilty when she 
felt unable to achieve these high standards. Our work involved challenging some 
of her negative beliefs and introducing the concept of being a ‘good enough’ 
parent.
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During the case presentation, I reflected on the challenges in the therapeutic 
relationship with Sue and also explored some parallel processes, particularly 
around my own initial perceptions of not feeling I had sufficiently developed the 
competencies or knowledge base to support Sue and the family. Through 
applying the stages of competence model, I was able to challenge my own 
preconceptions and expectations about the linearity in the learning process and 
consider how I could utilise transferable skills to work with a wide range of 
presenting problems across the lifespan. In terms of my development as a clinical 
psychologist, I believe this work helped me to integrate a reflective and reflexive 
approach into my clinical practice.
93
Older People Case Report
The neuropsychological assessment o f a man in his early sixties 
presenting with cognitive difficulties following a stroke.
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SUMMARY
The case report was a neuropsychological assessment of a man in his early sixties 
presenting with cognitive difficulties following a stroke. The client, Mr Baker, 
was referred by his Rehabilitation Team whilst an inpatient on a stroke unit 
following concerns about cognitive deficits, which included memory, planning, 
problem-solving, organisation, sequencing, and orientation. Neuropsychological 
assessment was requested by his rehabilitation team to understand Mr Baker’s 
post-stroke cognitive deficits and inform his post-discharge rehabilitation 
planning. A review of the evidence base of subarachnoid haemorrhage suggested 
a neuropsychological profile of ‘subtle cognitive disturbances’. The following 
psychometric tests were administered: Wechsler Adult Intelligence Scale -  Third 
Edition UK Version, the Behavioural Assessment of Dysexecutive Syndrome, 
Rivermead Behavioural Memory Test -  Third Edition and Visual Object and 
Space Perception Battery. Findings from the assessment supported the initial 
hypothesis and indicated cognitive deficits in memory and executive functioning. 
Several recommendations were highlighted in consultation with Mr Baker and his 
wife. Reflections on the assessment process, tests administered and psychosocial 
impact of stroke are considered.
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Research Log Checklist
Research Log Checklist
Research Log Checklist
1 Formulating and testing hypotheses and research questions
2 Carrying dut à stmctiusd literature search using information technology and
1 iterature search tools
3 Cntically reviewing relevant literature and evaluating research methods #  -
4 Formulating specific research questions
5 Writing brief research proposals
6 Writing detailed research proposals/protocols sr
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
s f
8 Obtaining approval from a research ethics committee o'
9 Obtaining appropriate supervision for research vT
10 Obtaining appropriate collaboration for research sy
11 Collecting data from research participants
12 Choosing appropriate design for research questions
13 Writing patient information and consent: forms &
14 Devising and administering questionnaires ef
15 Negotiating access to study participants in applied NHS settings i /
16 Setting up a data file P"
17 Conducting statistical data analysis uring SPSS 0"
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis 0"
20 Choosing appropriate quantitative data analysis :er
21 Summarising results in figures and tables
22 Conducting semi-stmctured interviews r
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analyst r  ;
26 Presenting research findings in a variety of contexts
27 Producing a written report on a research project
28 Defending own research decisions and analyses
29 Subntitting research reports for publication in peer-reviewed journals or edited
book :
30 Applying research findings to clinicalpractice O'
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What influence do people think their birth order has had on them? 
Towards a grounded theory.
June 2008
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Qualitative Research Methods Group Project Abstract
What influence do people think their birth order has had on them? Towards 
a grounded theory.
Aims: This study explored people’s perceptions of the influence of birth order on 
their lives.
Background: Birth order in families has received a great deal of research 
attention, yet currently there does not appear to be any theoretical framework to 
explain birth order from a social constructionist perspective.
Method: A grounded theory approach was used to explore the influence people 
think birth order has had on them.
Data collection and analysis: Data was collected from tape-recorded, semi­
structured interviews with four participants, which included one round of 
theoretical sampling. Data analysis and analysis occurred concurrently.
Results/Analysis : The findings identified a main category of ‘roles and functions 
in families’, which was further characterised by three key components: what the 
roles are; change in roles over time, and factors that mediate the process of roles 
and functions within families.
Conclusion: This study suggests that people’s experience of their birth order can 
be explained by an emerging theory of ‘roles and functions in families’.
Relevance to clinical practice: It may be helpful for therapists to be aware of the 
perceived importance of birth order and explore people’s perceptions and 
experiences during therapeutic work in order to enhance meaning-making.
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Service evaluation o f a pilot Intentional Peer Support project 
on an acute mental health ward: Peer Support Worker perspective.
Year One 
July 2008
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Abstract
Objective: Firstly, to examine the experience of the Peer Support Workers
(PSW) on an acute mental health ward. Secondly, to examine the extent to which 
the role of PSW may contribute towards recovery-orientated practice. Design: 
Two focus groups were conducted. A semi-structured interview schedule was 
developed through consultation with PSW project stakeholders. The data was 
analysed using qualitative content analysis. Setting: PSWs were recruited by a 
mental health charity for the purpose of the pilot project on an acute mental health 
ward within a London borough. Participants: A total of five PSWs participated 
in the focus groups. Results: Participants described both positive aspects and 
challenges in relation to their role as PSW in the following areas: reason for 
becoming a PSW, training, support and supervision, experience of working on the 
ward and personal impact of the role. The results highlighted that initial 
challenges were subsequently overcome during the pilot project. The findings also 
suggest a link between peer support and recovery approaches. Conclusions: The 
pilot PSW project has been experienced positively by PSWs and the findings 
contribute towards developing an evidence base for PSW services within the 
context of mental health services in the NHS.
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Introduction
Social Inclusion and recovery approaches are high on both the national and local 
mental health agenda (e.g. DOH, 1999; SEU, 2004; Perkins, 2007). The concept 
of recovery from severe mental illness refers to ‘the lived or real life experience of 
people as they accept and overcome the challenge of the disability.. .they 
experience themselves as recovering a new sense of self and of purpose within 
and beyond the limits of the disability.' (Deegan, 1988). Repper and Perkins 
(2003) have identified three inter-connected components in the process of 
recovery: developing hope-inspiring relationships; facilitating personal
adaptation; and promoting access and inclusion.
The development of mental health trust recovery-orientated strategy has led 
services to consider alternative initiatives to facilitate recovery and promote 
inclusion. Intentional peer support has been identified as a valuable approach to 
enhancing service-user recovery (Mead, Hilton & Curtis, 2001). A peer has been 
defined as an individual with severe mental illness who is or was receiving mental 
health services (Soloman & Draine, 2001).
Mead et a l (2001) defined peer support as ‘...a  system of giving and receiving 
help based on key principles of respect, shared responsibility and mutual 
agreement of what is helpful... It is about understanding another’s situation 
empathically through the shared experience of emotional and psychological pain.’ 
(p. 135) Perkins (2007) highlighted that peer support relationships can allow 
people to benefit from the inspiration and support of others who have faced 
similar challenges. Furthermore, it is considered to offer personal benefits to the 
peer providers, such as improved confidence in capability and greater ability to 
cope with mental distress (Soloman, 2004).
At present within the UK, there has been limited research into intentional peer 
support projects as a way of promoting social inclusion and recovery. There is
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also a paucity of guidance regarding training and support for peer support 
projects. However, a systematic review conducted by researchers in New Zealand 
(Doughty & Tse, 2005) suggested that research in the area of peer support has 
indicated positive outcomes for service-users and highlighted that no studies have 
reported evidence of harm to service-users as a result of peer services.
Within the context of the NHS, peer support projects in the area of mental health 
are in their infancy. A pilot Peer Support Worker project has received six months 
initial funding on an acute mental health ward in a London borough. The project 
is a joint initiative between a mental health charity and a mental health NHS trust.
Intentional Peer Support Workers (subsequently referred to as PSWs) have been 
recruited, trained and are employed to work on the ward (see Appendix 1). The 
model of intentional peer support adopted for the project was originally developed 
by Shery Mead in the USA (Mead, 2005). Following the training period, the 
PSWs have continued to receive ongoing support and supervision from the mental 
health charity at fortnightly meetings. The PSW service is available to patients on 
the mental health ward and is offered twice weekly.
Research aims and objectives
The pilot project was evaluated from five perspectives: 1) experiences of service- 
users on the ward, 2) experiences of the staff on the ward, 3) experiences of 
PSWs, 4) experiences of Trust Managers, 5) experiences of staff at the mental 
health charity.
The current study evaluated the experiences of the PSWs and the findings from 
the study are intended to provide feedback to service providers, from both the 
mental health charity and the local NHS mental health trust, in order to inform 
future development of the service.
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The main objective of the study was to explore what is the experience of the 
PSWs on the acute mental health ward. In addition, the study also examined the 
extent to which the role of PSW may contribute towards recovery-orientated 
practice.
Method
Design
The study design was developed through consultation with potential participants, 
PSWs, at a meeting in January 2008. The potential participants showed a 
preference for two focus groups, rather than individual interviews. The rationale 
for two focus groups was to provide an opportunity for the researcher to feedback 
initial findings, validate and expand on initial findings, as well as to gather further 
information as the PSW project progressed. The initial focus group was carried 
out in March 2008 and the follow up focus group was carried out in May 2008.
Participants
All seven PSWs who had been employed by the mental health charity were 
invited to participate. A total of five PSWs participated in the study. Five PSWs 
participated in the initial focus group and three PSWs participated in the follow up 
focus group. Demographic data was collected using a brief questionnaire (see 
Appendix 4) and an overview is presented in Table 1. The overview is limited to 
number of participants and ranges in order to protect anonymity.
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Table 1. Overview of participant demographics
Gender
4 Female 
1 Male
Age range 3 8 -6 0  years
Mean age 48.4 years
Ethnicity
4 White British 
1 White Irish
Current 
marital status
1 Single 
3 Married 
1 Separated/Divorced
Range of 
number of 
dependents
0 - 3
Range of
educational
qualification
1 ‘A’ Level 
4 Degree
Measures
Interview schedule
The questions for the semi-structured interview (see Appendix 5) were developed 
in consultation with the PSW supervisor and PSWs. The semi-structured 
interview covered the following broad topic areas:
• Reason for becoming a PSW
• Training
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• Support and supervision
• Experience of working on the ward
• Personal benefits and challenges of the role
Procedure
Both focus groups were carried out on the premises of the mental health charity 
and took place during a scheduled fortnightly meeting. The PSWs were paid by 
the mental health charity for their attendance at the meeting. This decision was 
made by the PSW project supervisor who felt that evaluation was integral to the 
role, however, the participants were advised by the researcher that participation in 
the study was optional.
Participants were provided with a written information sheet about the study (see 
Appendix 2). Informed consent was sought at the beginning of the initial focus 
group, together with an opportunity to ask questions (see Appendix 3). Ethical 
approval was not required, however, the ethical consideration that talking about 
personal experiences of mental distress may be upsetting or uncomfortable for 
participants was addressed by instructing them to indicate if they did not wish to 
continue during the interview.
The initial focus group lasted approximately one hour and the follow up focus 
group lasted approximately 45 minutes. Both interviews were audio-taped and 
transcribed with verbal consent from participants.
Data analysis
The textual data was analysed using qualitative content analysis. This method of 
analysis is concerned with coding the textual data into categories and subsequent 
subjective interpretation of the meaning of categories (e.g. Krippendorf, 1980, 
Hsieh & Shannon, 2005, Mill ward, 2006). A directed approach, as outlined by 
Hsieh and Shannon (2005) was employed, using predetermined codes (i.e. broad
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topic areas) and a conceptual code (i.e. PSW and recovery) was used to expand 
upon the predetermined coding system. This method allowed systematic analysis 
of data, together with an opportunity to interpret meaning from the data that had 
not been made explicit. The follow up focus group provided a forum for 
participants to comment upon the interpretations. The follow up interview 
transcript was limited to analysis of new, additional or conflicting data. An 
excerpt of data analysis can be found in Appendix 6.
Results
Participants described both positive aspects and challenges in relation to their role 
as PSW.
Reasons for becoming a PSW
There were several reasons for becoming a PSW. Some participants believed that 
the role would be “rewarding” and “challenging”, others thought that the role 
would allow them to develop confidence following a period of being ill.
Some participants had personal experience of being a patient on the ward and 
thought that the PSW project was a service they would have liked to have been 
available during their stay.
Two participants talked about their personal experience of feeling unable to talk 
to ward staff during their time as a patient. For example:
“When I  was on (ward) I  didn’t talk to anyone... I  heard about the Peer 
Support and I  thought well, that would help me, myself, but maybe I  
could also help other people ”.
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Training
Participants highlighted a number of positive aspects of the training received for 
the role. They described a two day training event as “excellent” and “the cherry 
on the top”. They talked about the regular training sessions as an opportunity to 
bring examples of difficult situations and to practice how they might respond 
when working on the ward. The value of training as part of a group was also 
highlighted:
“I  think probably fo r  me was having the group meetings where everyone 
was free and confident to raise their concerns in a group setting so we 
all have an opportunity to kind o f like discuss things amongst ourselves 
as a group”.
Some participants commented that there had been a delayed start date on the ward 
and they thought that this had been due to ward staff wanting more knowledge 
about the project. However, during further discussion with the PSW supervisor, 
it was suggested that the delayed start was due to refurbishment on the ward.
Support and supervision
All participants shared the view that they receive adequate supervision and 
support from the PSW supervisor. They talked about being able to access support 
as and when necessary, both from the PSW supervisor and other PSWs. There 
was a sense that being part of a group was important:
“...we’re in a supportive group. So you know any things, problems we 
have, the group supports that as well... ”
“...I know that I  can phone up any o f the PSWs and just knowing that 
you can actually means a lot o f the time that you don’t need to... ”
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Participants described how they had adapted levels of support to meet their 
individual needs. For example, some participants talked about how they meet up 
before a session on the ward to “settle down” and then after to “offload”.
Experience of working on the ward
Ward staff
Participants described preconceptions about their relationship with staff working 
on the ward and they reported that this was connected to their previous experience 
of being a patient on the ward. One participant expressed the following view:
“I  think there was a feeling before that staff were going to be up in arms 
and they weren't going to like us and we were going to start a 
revolution. ”
However, participants described how they had found the majority of ward staff 
“friendly” and “helpful”, although three participants had difficulties working with 
one particular staff member and had used group supervision to discuss this issue. 
Furthermore, they felt that as the project progressed, they had been able to 
overcome the initial difficulties and develop new relationships with staff:
‘‘We've reached a point where we can sort o f work together. "
Ward environment
Participants talked about violence and aggression displayed by patients on the 
ward and this was linked to talking about safety on the ward. One participant 
highlighted the transitional nature of the patients ward:
111
Service-Related Research Project
“...the kind o f conversation you have with someone one week, the next 
week you go in that person can be in quite a different place and so the 
conversation you have changes to reflect his experience... ”
One participant talked about the importance of not being complacent about risk 
and another participant said:
“You can’t tell by looking at someone, whether they’re going to be 
volatile”.
Participants described how they had agreed between themselves at the start of the 
project that they would not see patients “behind shut doors” to reduce the risk of 
violence. Participants acknowledged that responsibility for dealing with violent 
incidents was a ward staff role, however, one participant commented that they 
were unsure where the panic alarms were located.
Two participants provided an example of how the PSW role had been beneficial 
in providing a space for patients to talk following an incident of violence of the 
ward. The participants believed that the support they had provided would not 
have been typical to the ward staff role.
Personal impact of being a PSW
Participants described personal benefits of the PSW role, such as improved 
confidence, better listening skills and “personal growth”. Another participant 
said:
“When you feel you are giving something back and helping people...it 
gives you a real buzz”.
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One participant said that the role had been helpful in “banishing demons” 
regarding previous experience of the ward.
The main challenge for participants was coping with the distressing nature of the 
work environment and patient difficulties. However, participants described 
idiosyncratic ways of coping, such as the importance of viewing the role as a 
“job” and being aware of their own mental well-being. For example:
“...if we don’t look after ourselves, w e’re no good for anybody else”.
The importance of taking time off work when unwell was discussed by 
participants at the follow up interview.
PSW and recovery
The discussions during the focus groups appeared to resonate with the concept of 
recovery from severe mental illness. This was evident from the personal impact 
of the role category, as well as a theme which appeared to run through both 
interviews.
“The peer support, I  think, has contributed to me, hopefully staying 
well. ”
“I  sort o f see in some ways this is all I  need but in other ways this is just 
the start”.
The following quote appears to relate to greater social inclusion and opportunity 
for employment afforded by the role:
“Gone from how we were unemployable because we’re mentally ill, to 
mentally ill, therefore, we’re employable. ”
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Discussion
The results suggest that the PSWs have experienced their new role as positive. 
Several positive aspects are highlighted, including the positive personal benefits 
of the new role, which appear to have contributed towards personal recovery and 
perceived benefits of working as part of a supportive group. The findings also 
suggest that there were initial challenges associated with the PSW role and these 
challenges have been overcome during the pilot project, in particular the breaking 
down of barriers between PSWs and ward staff to facilitate working relationships.
This study appears to provide evidence to support the notion that peer support can 
contribute to recovery-based practice. Although it is beyond the scope of the 
study to comment on the impact of PSW for service-users, it is important to 
highlight the positive impact of the role for PSWs, who are also in receipt of 
mental health services. The findings resonate with the three components 
identified to facilitate recovery (Repper & Perkins, 2003), for example, hope- 
inspiring relationships appear to have developed between the PSWs. Also, the 
PSWs highlighted the importance of the being employed for the role, which 
suggests the PSW role challenges discrimination and stigma faced by people with 
severe mental illness, and has facilitated opportunity for social inclusion (SEU, 
2004).
The focus group design was selected in order to meet the needs of participants. 
This method generated rich data and the group interactions provided an 
opportunity for in-depth, naturalistic discussions. However, it is possible that 
group dynamics, such as participants’ tendency to acquiesce with their colleagues, 
may have constrained individual responses (Barker, Pistrang & Elliott, 2002). It 
is possible that potentially valuable viewpoints from less vocal participants may 
not have been adequately captured. Furthermore, it was not possible to interview 
all PSWs. If the study were to be repeated, it would be important to offer a choice
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between individual and focus group interviews, and consider a contingency plan 
for gaining the views of participants who are unable to attend group meetings.
In the current study, retrospective data was gathered regarding certain aspects of 
the PSW role, such as training. In future research, the study design may be 
strengthened by structuring specified data collection points, e.g. prior to training, 
after training, three months following start on the ward, in order to enhance 
opportunity for continuous feedback to the service. A formative service 
evaluation would also facilitate implementation of changes and resolution of 
concerns at an early stage (Scriven, 1972, as cited in Barker, Pistrang & Elliott, 
2002).
On the basis of the findings from the PSW perspective, it is recommended that the 
pilot initiative is continued beyond the initial six month funding period. It is also 
anticipated that these findings, together with findings from the wider evaluation 
will contribute towards establishing an evidence base for the use of PSW projects 
within the context of mental health services provided by the NHS. As research 
into this area is currently limited, it is recommended that further evaluation of the 
PSW perspective is repeated, both with existing PSWs and future employees.
The issue of safety on the ward was discussed by PSWs during both focus groups 
and it was unclear the extent of induction to the ward environment, or formal 
training in management of violence and aggression, the PSWs had received to 
carry out their role. Therefore, it is recommended that there is further 
consideration of issues pertaining to safety, with the possibility that further 
training, or refresher training, may be appropriate.
The findings from this study have been presented at a “Recovery workshop” held 
at the local NHS mental health trust (see Appendix 7 and 8). This presentation 
has generated discussion of the pilot project with a range of mental health
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professionals and teams managers. It is important for mental health professionals, 
including clinical psychologists, to be aware of the PSW project, the links with 
recovery approaches and to consider how these ideas can be incorporated into 
individual practice.
Two further dissemination activities are planned. The findings will also be shared 
with the PSW supervisor and ward manager. It is hoped that this forum will 
provide an opportunity to feedback and discuss issues, such as safety of PSW on 
the ward. The findings will also be presented and discussed at the Trusts’ 
Recovery Steering Group meeting and where there will be an opportunity to 
consider the current study alongside other strands of evaluation.
116
Service-Related Research Project
References
Barker, C., Pistrang, N, & Elliott, R. (2002). Research methods in clinical 
psychology: An introduction for students and practitioners (2nd edn). Chichester: 
Wiley.
Deegan, P.E. (1988). Recovery: The lived experience of rehabilitation. 
Psychosocial Rehabilitation Journal, 11,4, 1-19.
Department of Health. (1999). National Service Framework fo r Mental Health: 
Modem standards and service models. London: Department of Health.
Doughty, C. & Tse, S. (2005). The effectiveness of service-user run or service- 
user led mental health services for people with mental illness. A systematic 
literature review. Wellington, New Zealand: Mental Health Commission.
Hsieh, H. & Shannon, S.E. (2005). Three approaches to qualitative content 
analysis. Qualitative Health Research, 15, 1277 -  1288.
Krippendorf, K. (2004). Content analysis: An introduction to its methodology. 
Thousand Oaks: Sage.
Mead, S. (2005). Intentional peer support: An alternative approach. Unpublished 
manuscript.
Mead, S., Hilton, D. & Curtis, L. (2001). Peer Support: A theoretical perspective. 
Psychiatric Rehabilitation Journal, 2 5 ,134-141.
Millward, L.J. (2006). Focus groups. In G.M. Breakwell, S. Hammond, C. Fife- 
Shaw & J. Smith (Eds.) Research methods in psychology (3rd edn). London: Sage.
117
Service-Related Research Project
Nurse, J. & Perkins, R. (2007). Peer support worker pilot project: Evaluation 
plan. Unpublished manuscript.
Perkins, R. & Rinaldi, M. (2007). Promoting recovery and facilitating social 
inclusion: A strategy fo r practice and implementation plan. Unpublished 
manuscript.
Repper, J. & Perkins, R. (2003). Social inclusion and recovery: A model fo r  
mental health practice. London: Baillière Tindall.
Social Exclusion Unit. (2004). Mental health and social exclusion: Social 
exclusion unit report. HMSO: London.
Soloman, P. (2004). Peer support/peer provided services: Underlying processes, 
benefits and critical ingredients. Psychiatric Rehabilitation Journal, 27, 392 -  
401.
Solomon, P. & Draine, J. (2001). The state of knowledge of the effectiveness of 
consumer provided services. Psychiatric Rehabilitation Journal, 25, 20 -  27.
118
Service-Related Research Project
Appendix 1: Overview of Peer Support Worker role
119
Service-Related Research Project
Peer Support Worker role
(Taken from Nurse & Perkins, 2007)
Person specification
Peer Support Workers, for this project:
• Have recent direct experience of psychiatric inpatient treatment and/or 
have been given a diagnosis of a major mental disorder.
• Are working on their own ‘recovery’ as shown by previous attendance at a 
Recovery workshop and other related activities.
• Can show that they are committed to using their experience of mental 
distress and treatment, and that of others, for continual learning.
• Are willing to take part in training and co-support, etc.
Job description
Peer Support Workers on (name) Ward will:
• Spend time with people who have been admitted to the ward.
• Offer them the opportunity of sharing their experience of being an 
inpatient at a time of great mental distress with someone who has also 
knows what that can be like first hand.
• Help them to settle in and check that they have all they need with them 
(clothes, toiletries, etc) and whether they have any special needs (food, 
religious, etc) that they have not told staff about.
• Show them around, provide information about the ward and signpost them 
to any other services they need, like benefits advice or advocacy.
• Explain to them what to expect during their stay.
Provide a sympathetic listening ear.
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Information sheet for Participants
Project title:
A n  e v a lu a tio n  o f  a  p i lo t  In te n t io n a l P e e r  S u p p o rt  W o rk e r  p ro je c t  o n  a n  a c u te  in p a tie n t 
m e n ta l h e a lth  un it.
Background:
T h is  p ro je c t  se e k s  to  e v a lu a te  th e  in tro d u c tio n  o f  a n  In te n t io n a l P e e r  S u p p o r t  W o rk e r  
p ro je c t  o n  a n  a c u te  in p a tie n t m e n ta l  h e a lth  u n it. I t  w ill  b e  c a r r ie d  o u t b y  a  T ra in e e  
C lin ic a l  P s y c h o lo g is t  ( th e  re se a rc h e r)  f ro m  th e  U n iv e rs ity  o f  S u rrey .
What will participating in the research involve?
Y o u  a re  b e in g  in v ite d  to  ta k e  p a r t  in  th e  e v a lu a tio n  w h ic h  c o n s is ts  o f  tw o  g ro u p  
in te rv ie w s . T h e  f irs t  in te rv ie w  w ill ta k e  p la c e  in  M a rc h  a n d  th e  s e c o n d  in  M a y . B o th  
in te rv ie w s  w ill la s t  u p  to  o n e  h o u r  a n d  th ir ty  m in u te s  a n d  w ill ta k e  p la c e  a t  a  m e n ta l 
h e a lth  c h a r ity  d ro p  in  c e n tre . A s  a  g ro u p , y o u  w ill b e  a s k e d  q u e s tio n s  re la tin g  to  y o u r  
e x p e r ie n c e  in  y o u r  n e w  ro le  as  a  P e e r  S u p p o rt  W o rk e r.
W ith  y o u r  p e rm is s io n  th e  in te rv ie w  w ill  b e  au d io  re c o rd e d  a n d  th e n  tra n sc r ib e d . T h e  ta p e  
re c o rd in g s  w ill b e  d e s tro y e d  a f te r  tr a n sc r ip tio n . W h e n  th e  in te rv ie w  a n d  in it ia l  a n a ly s is  
h a s  b e e n  c o m p le te d , th e  re s e a rc h e r  w ill  c o n ta c t  y o u  to  a s k  fo r  y o u r  c o m m e n ts  a n d  
re f le c tio n s  o f  th e  f in d in g s .
I t  is  n o t  a n t ic ip a te d  th a t d is c u s s in g  th is  to p ic  sh o u ld  c a u se  y o u  a n y  d is tre s s . H o w e v e r , i f  
th e  re s e a rc h e r  to u c h e s  u p o n  s o m e th in g  y o u  fe e l  u n c o m fo r ta b le  w ith  d is c u s s in g , p le a s e  le t 
th e  re s e a rc h e r  k n o w  a n d  th e  in te rv ie w  w ill m o v e  o n . In  th e  e v e n t th a t  y o u  e x p e r ie n c e  
d is tre s s  o r  d is c o m fo rt  fo llo w in g  th e  in te rv ie w , y o u  a re  a d v is e d  to  c o n ta c t th e  p ro je c t 
s u p e rv is o r  in  th e  f ir s t  in s ta n c e .
Writing u p  the research:
W h e n  th e  e v a lu a tio n  is  w ritte n  u p , a ll in fo rm a tio n  w ill b e  a n o n y m ise d , in c lu d in g  th e  
n a m e  o f  th e  se rv ic e s  in v o lv e d  a n d  lo c a tio n . A  fa lse  n a m e  w ill  b e  u se d  to  p re s e rv e  y o u r  
a n o n y m ity . A ll p a r tic ip a n ts  w ill b e  o f fe re d  a  su m m a ry  o f  th e  re su lts .
Your rights as a participant:
P a r tic ip a tio n  in  th is  p ro je c t  is  v o lu n ta ry . O n c e  y o u  h a v e  g iv e n  c o n s e n t, y o u  c a n  c h o o s e  
to  w ith d ra w  f ro m  th e  p ro je c t a t  a n y  tim e , w ith o u t g iv in g  a  re a s o n . A ll  in fo rm a tio n  
c o l le c te d  f ro m  y o u  w ill re m a in  c o n f id e n tia l.
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Appendix 3: Participant consent form
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Peer Support Worker Evaluation
Consent Form
I voluntarily agree to take part in the evaluation o f  the Intentional Peer 
Support Worker project.
I have read and understood the information sheet provided. I have been given 
a full explanation by the researcher of the nature and purpose of the evaluation 
and expectation of my role as a participant in the evaluation. I have been 
given the opportunity to ask questions on all aspects of the evaluation and 
have understood the information given as a result.
I understand that all personal data relating to participants is held and 
processed in the strictest confidence, in accordance with the Data Protection 
Act (1998). I agree that I will not seek to restrict the use of the results of the 
evaluation on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the evaluation at any time, 
without having to explain my decision.
I confirm that I have read and understood the above and freely consent to 
participating in the evaluation. I have been given adequate time to consider 
my participation.
Name of participant: (BLOCK CAPITALS)
Signed:
Date:
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Appendix 4: Demographic questionnaire
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BACKGROUND INFORMATION
To begin. I'd like to get some basic information about yon (such as your age, education and 
occupation). The reason that Td like this information is so that I can show those who read my 
research report that I managed to obtain the views of a cross-section of people. The intimation 
that you give will never to used to identify you in any way because this research is entirely 
confidential. However, if you don't want to answer some of these questions, please don't feel 
tha t you have  to.
1. Are you
M a l e   F e m a le __
2. How old are you? [ ] years
3. H ow  w ould  you  describe your ethnic o rig ins?1
Choose one section horn (a) to (e) and then tick the appropriate category to indicate
your ethn ic background .
(a) White
B ritish  __
Irish  __
A n y  o ther W hite  background , p lease  w rite  in b elo w
(b) Mixed
W h ite  and B lack  C aribbean  __
W hite  and  B lack  A frican  __
W hite  and  A sian  __
Any o ther m ix ed  background , p le ase  w rite  in  be low
1 T he form at o f  th is  question  is  taken  from  th e  2001 U K  census.
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(c) A s ia n  o r  A s ia n  B r it is h  
Ind ian
P akistan i __
B angladesh i __
Any other Asian background, please write in below
(d) Black or Black British
Caribbean___________________ _
African__________________________ __
Any other Black background, please write in below
(e) Chinese, o r  O th e r  e th n ic  g ro u p
C hinese
A ny  o ther, p lease  w rite  b e lo w
4. What is your highest educational qualification? 
ffrct the qBprqpria#
N one_________________________ __
GCSE(s)/0-level(s)/CSE(s) __
A-level(s)/AS-level(s) _
Diploma (HND, SRN, etc.) __
D egree
Postgraduate degree/diploma _
5. W hat is  y o u r current o ccupation  (or, i f  you are n o  longer w ork ing , w hat was your last 
occupation?)
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6. W hat is  your current legal marital status?
(tick the appropriate answer)
Sin gle  _
Married __
C ivil partnership_______________
Divorced/separated __
W idowed
7. a) D o  you have any children?
(tick the appropriate answer)
Y e s  (go to pari b) N o   (end o f  questionnaire: thank you)
b) H ow  many children do you have?
[ 3
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Interview schedule
Project title:
An evaluation of a pilot Intentional Peer Support Worker project on an acute 
inpatient mental health unit.
Introduction -  myself and group members -  an idea of how many sessions they 
have worked.
Consent
Confidentiality
Anonymity
What to do if concerns arise following the interview
Explain the plan for interview -  areas covered, duration of interview
Ground rules -  respect each others opinions, (i.e. do not speak over other
people)
Other ground rules you usually have for group meetings
Could you start by telling me how you heard about the project?
Could you tell me why you decided to become a PSW?
Training for the role of PSW
Could you tell me about your experience of the training you have received for the
role of PSW.
What have you found helpful about the training you have received? Can you give
an example?
Prompt: Length or duration of training
Your availability to attend training sessions 
Location of training events 
Material covered during sessions 
Facilitators / trainers
Is there any aspect of training that has been less helpful? (Example?)
Prompt: Length or duration of training
Availability to attend training sessions 
Location of training events 
Material covered during sessions 
Facilitators / trainers
If you could change any aspect of training, what would you change?
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Supervision and Support
Following your training, can you tell me if you had any concerns prior to going on 
to the unit as a PSW? (Example?)
What concerns did you have? (Example?)
How were you able to address these concerns? (Example?)
Prompt: Supervision
Other PSWs 
Ward staff 
Personal support 
Other
Since you have been working on the unit, can you tell me how you have been 
able to respond to concerns or difficulties you experience?
Prompt: Supervision
Other PSWs
Ward staff
Personal support
Other
Can you tell me whether there are any aspects of the support you receive that 
have been helpful? Example?
Can you tell me if you have had any difficulties in any aspect of the support you 
receive for your role? Example?
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How were you able to manage this?
Prompt: Supervision
Other PSWs 
Ward staff 
Personal support 
Other
Can you tell me whether you feel the support you receive is adequate for the 
PSW role?
(Too much? Too little? Ok?) Example?
Can you tell me if you feel you have any additional support needs? Example?
Experience of working on the inpatient unit
What aspects have been helpful in conducting your role as PSW?
Prompts: Ward environment, ward staff, service-users
What aspects do you feel have hindered you ability to conduct your role? 
Prompts: Ward environment, ward staff, service-users
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Personal Benefits and Challenges of the PSW role
* Additional reminder that participants do not have to answer questions or can 
stop if they feel uncomfortable *
What led you to choose to become a PSW?
Do you feel that the role has helped you in any way?
Prompt: Recovery
Do you feel that the role has hindered you in anyway?
Prompt: Recovery
Final question
Can you tell me what you have enjoyed about being a PSW?
Can you tell me what you have found more challenging about being a PSW?
Is there anything else you would like to say which you do not think has been 
covered today?
Close interview.
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Experience of 
working on the 
ward
Quotes /  Text identifier
Ward staff P o s it iv e
a sp e c ts
•  F r ie n d ly  n u rs e s  -  a m a z in g .
•  I  h a v e n ’t  h a d  a  b a d  w o rd  yet.
•  T h e  s ta f f  a re  h e lp fu l
•  I  f in d  th a t s ta f f  a re  h e lp fu l. L ik e  w h e n  I s ta rt,
I  a lw a y s  a s k  i f  th e re ’s b e e n  a n y  n e w , I  lo o k  a t 
th e  l is t  o n  th e  b o a rd  o f  n a m e s , j u s t  to  k in d  o f  
s e e  p e o p le  I  k n o w  th a t  a re  s ti ll in  th e re  an d  
th e n  I  a s k  i f  th e re ’s b e e n  an y  s o r t  o f  n e w  
a d m is s io n s  a n d  th e  m o re  h e lp fu l m e m b e rs  o f  
th e y ’ll g iv e  m e  a ll th e  in fo rm a tio n  o f  a ll  th e  
p e o p le
•  th e y ’ll  say , y o u  k n o w , d o  y o u  w a n t m e  to  y o u  
to  in tro d u c e  th is  p e rs o n  w h ic h  is  r e a lly  h e lp fu l
•  W e ll  so m e  a re  v e ry  su p p o r tiv e . M o s t  a re  v e ry  
s u p p o r tiv e , m o s t o f  th e m  are .
C h a lle n g e s •  I  th in k  i t  d e p e n d s  w h o ’s o n  d u ty  a s  to  th e  
r e s p o n s e  y o u  get.
•  K n o w in g  w h a t s h e ’s l ik e  i t  w a s n ’t  p e rso n a l b u t 
i t  w a s  ju s t  h e r  c o m p le te  a t t i tu d e  th a t, y o u  
k n o w , I  w a s  a  n u is a n c e , b u t  I  th in k  th a t ’s an  
a t t i tu d e  th a t ’s p re tty  g e n e ra l  w i th . . .
•  I f  w e ’v e  g o t p ro b le m s  w ith  s ta f f  w e  d o  ta lk  
a b o u t it.
•  I t ’s w o rth  m e n tio n in g  j u s t  h o w  tw itc h y  th e  
s ta f f  w e re  in it ia lly .
•  I t  w a s  th e m  th a t  s to p p e d  u s  w o rk in g  re a lly , w e  
w e re  d u e  to  s ta rt.
•  T h e y  w e re  v e ry , v e ry  tw itc h y . W e  h a d  a  
c o u p le  o f  m e e tin g s . T h e  f irs t  m e e tin g  w as  ju s t  
a  jo k e ,  w a s n ’t  it?
•  O n e  p e rs o n  tu rn e d  u p  a n d  h e  d id n ’t  re a lly  
k n o w  w h a t w a s  h a p p e n in g  a t  a ll. B u t  w e h a d  a  
m e e tin g  th e  o th e r  d ay , o n c e  th e  p e e r  su p p o r t 
w a s  u p  a n d  ru n n in g  a n d  th a t  w a s  re a lly  
p o s it iv e , w a s n ’t  it?  I t  w a s  lik e  f iv e  m e m b e rs  
o f  s ta f f  tu rn e d  up .
•  I  w as  to ld  th a t I  w a s  b e in g  m a n ip u la te d  b y  th is  
w o m a n .
•  T h e r e ’s o n ly , w e ll, o n e  in  p a r t ic u la r  a n d  th e  
o d d  o n e  o r  tw o  th a t a re  a  b i t  c o o l w ith  u s .
•  I  r e a lly  d id n ’t  g e t o n  w ith  (n u rse )  a n d  w e  so r t 
o f  fo rg e d  a  re la tio n sh ip  n o w .
135
Service-Related Research Project
•  W e ’v e  re a c h e d  a  p o in t  w h e re  w e  c a n  a c tu a lly  
so r t  o f  w o rk  to g e th e r .
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Method
Participants
o Open to all Peer Support Workers (PSW) 
Design
o Developed through consultation with key 
stakeholders ana PSWs. 
o Semi-structured group interview carried 
out a t (mental health charity).
♦ Two group interviews carried out in March and 
May.
Evaluation of pilot Intentional Peer 
Support Worker project on X Ward
Peer Support Worker perspective
Trainee Clinical Psychologist 
Unlversily o 'S u rre y
Method continued...
/ ) Interview schedule
' o Reasons for becoming a PSW
, / c  Training as a PSW
o Support and supervision
o Experience of working on X Ward
o Personal benefits and challenges of being a PSW
Project objective:
What is the experience of Peer 
Support Workers employed to work 
on X Ward?
Method continued...
/ Data analysis
/  /y o Qualitative content analysis of
transcribed interview data.
• A priori themes, I.e. key question areas
• Emerging themes
Findings
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\  Reasons for becoming a PSW \  Training
k o PSWs believed the role would be both challenging J  j and rewarding.
o Develop confidence following experience of being
o PSWs talked about experiences of being an 
inpatient on the ward and not talking to staff 
during their stay.
"I thought the whole idea of PSW was needed 
and would be valuable to people who are 
inpatients on the ward."
j  | Positives Challenges
/ / / o Two day training o Delayed start on /  event ward 
o Training as part of 
a group 
o Practising 
situations 
o Continuous 
process ■
 ^ Supervision and Support
j \  o Adequate support provided by main /  j supervisor.
/  o PSWs support each o ther a s  a group
o Level of support adapted to  reflect individual 
need
"I know th a t I can phone up any of the  PSWs 
and ju s t knowing th a t you can actually m eans 
a lot of the  tim e you don't know need to..."
\  Experience of working on Jasper Ward
/  j Ward staff
/  /  Eositives Challenoes /  o Friendly nurses o Prior experience of 
nursing staff as an
oH elpM  nu^ing
forming working 
alliance
o Overcoming initial 
difficulties o Variable response 
from ward staff
^  Experience of working on Jasper Ward
j )  Ward environment 
/  y  o Violence and aggression on th e  ward
o Managing safety
"...the kind of conversation you have with 
someone one week, the next week you 
can go in and that person can be in quite 
a different place, and so the conversation 
you have changes to reflect his, or her, 
experience."
\  Personal Impact of being a PSW
A| Benefits Challenoes /  j  o Personal growth o Coping with 
y  distressing nature/  o Improved skills wor^environment and 
population servedo Greater sense of 
confidence
o "Banishing 
demons"
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\  PSW and Recovery
’The PSW, I think, has contributed to m e, 
hopefully, staying well,"
"We've gone from how w e were unemployable 
because we're mentally ill, to  mentally ill, 
therefore, w e’re employable."
"I sort of see  in som e ways this is all I need but 
in other ways, this is just the start."
\
Summary
o PSWs have experienced role as 
/  j  positive
o Contributes towards 'recovery'
o Breaking down barriers between 
PSWs and ward staff
Recommendations
j) o Detailed findings and report to be
/  / back to key stakeholders
y
o Repeat the evaluation with new
PSWs
o Compare these findings with other
strands of project
Any questions?
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D e a r  (T ra in e e ),
I  a m  w ri tin g  o n  b e h a lf  o f  m y s e lf  a n d  X  (C h a ir  o f  X  R e c o v e ry  S te e r in g  G ro u p )  to  sa y  
th a n k  y o u  fo r  y o u r  p re se n ta t io n s  o f  y o u r  s e rv ic e  r e la te d  re s e a rc h  p ro je c ts . T h e s e  w e re  a  
v e ry  im p o r ta n t c o n tr ib u tio n  to  th e  R e c o v e ry  In it ia t iv e s  in  X  a f te rn o o n , w h ic h  w a s  p a r t  o f  
th e  X  P o s tg ra d u a te  A c a d e m ic  T e a c h in g  P ro g ra m m e  o n  12 th  Ju n e .
A ll  th e  p re se n ta t io n s  w e re  o f  a n  e x tre m e ly  h ig h  s ta n d a rd  a n d  w e re  v e ry  c le a r  a n d  
in fo rm a tiv e . T h e  re su lts  w e re  v e ry  v a lu a b le  a n d  p ro v o k e d  a  lo t  o f  in te re s tin g  d isc u ss io n .
I  u n d e rs ta n d  th a t y o u  w ill a l l  b e  m e e tin g  w ith  X , a n d  th e  r e s t  o f  th e  X  R e c o v e ry  S te e r in g  
G ro u p  in  m id -Ju ly  to  d isc u ss  h o w  th e  re su lts  c a n  b e  u se d  to  h e lp  s ta f f  w ith in  th e  lo c a l 
tru s t  s e rv ic e s  w o rk  w ith in  a  m o re  re c o v e ry  o r ie n te d  fra m e w o rk . I  k n o w  th a t  th e  g ro u p  
r e a lly  v a lu e  th e  t im e  a n d  e f fo r t  y o u  h a v e  p u t in to  th e s e  p ro je c ts  a n d  a re  lo o k in g  fo rw a rd  
to  w o rk in g  w ith  y o u  a ll  so  th e  re c o m m e n d a tio n s  c a n  b e  p u t  in to  p ra c tic e  lo c a lly .
M a n y  th a n k s  a g a in
C h a rte re d  C lin ic a l  P sy c h o lo g is t  
X  C M H T
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Abstract
Introduction: The emotional health and wellbeing of young people is a key 
Government priority, yet there remains a high prevalence of emotional 
disorders within the adolescent population. Currently, relatively little is 
known about how young people understand their emotional distress and how 
they might achieve and maintain emotional health and wellbeing. Within the 
adult mental health arena, the concept of ‘recovery’ has emerged as a central 
framework shaping mental health services in the UK. To date, there are 
relatively few empirical studies exploring the concept of ‘recovery’ with 
young people. The present research aimed to provide a preliminary 
exploration of how the concept of ‘recovery’ may relate to young people 
experiencing anxiety and depression. Research question: How do children 
and young people conceptualise their experience of anxiety and/or depression? 
Method: A grounded theory approach was taken to exploring this issue. 
Interviews were conducted with seven young people (aged 1 5 -1 6  years) who 
had used Child and Adolescent Mental Health Services. Results: A six-phase 
process model: Escalating distress'. Distancing self from  the social world'. 
Feeling cut off from  the social world'. Letting others in'. Battling emotions', and 
Re-engaging with the social world was constructed. Conclusion: The way in 
which young people conceptualised their experiences of anxiety and 
depression demonstrated considerable overlap with the concept of ‘recovery’ 
emerging from the adult mental health literature. Implications for policy and 
clinical practice include the use of community-based interventions to promote 
mental health and wellbeing for young people. Further research directions are 
highlighted.
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Introduction
The emotional health and wellbeing of children and young people is a key 
Government priority (DOH, 2009; DOH/DCSF, 2009). There is a high 
prevalence of emotional disorders within the adolescent population in the UK. 
Research evidence has suggested that enduring emotional difficulties can have 
a detrimental impact on outcomes, such as educational achievement and 
offending behaviour, in early adulthood and later life (Green et a l, 2005). 
Yet, to date, relatively little is known about how young people understand 
emotional disorders and how they might achieve and maintain emotional 
health and wellbeing. Within the adult mental health arena, the ‘recovery’2 
movement has emerged as a central framework shaping mental health services 
in the UK (Shepherd et a l,  2008).
‘Recovery’ and mental health
The concept of ‘recovery’ in the context of severe mental health problems has 
emerged as a guiding vision for mental health services in the UK and the 
majority of the developed world (Anthony, 1993; NIMHE, 2005; Meehan,
2008). The concept of ‘recovery’ is contentious and there has been 
significant debate surrounding definition and meaning of the term, and how 
the philosophical values of the concept can be implemented within an era of 
evidence-based practice. In order to understand the current position of the 
‘recovery’ concept in the UK, it is important to explore the historical and 
socio-political context in which re-conceptualisations of ‘recovery’ have 
emerged, and consider the extent to which this has led to a paradigm shift in 
understanding the nature of severe mental health problems.
2 Inverted  com m as are  u sed  to  h igh ligh t u se o f  the  te rm  reco v ery  as it is  defined  as a co n cep t 
in  adu lt m en tal hea lth  to  d istingu ish  it from  lay  defin itions and  defin itions ind icating  sym p tom  
am elioration .
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Definitions of recovery
The term ‘severe mental health problems’ has been adopted by UK policy and 
reflects an emerging culture of health and wellbeing, as opposed to illness and 
pathology, which capture the ethos of ‘recovery’ approaches. This term will 
be used in this thesis. The term ‘severe mental health problems’ encompasses 
a range of diagnostic categories, such as schizophrenia, bipolar disorder and 
major depression (Ralph & Corrigan, 2005).
‘Recovery’ in the context of severe mental health problems has come to have 
various meanings both within, and between, key stakeholder groups, and there 
is a lack of agreement about its precise meaning (e.g. Davidson & Roe, 2007). 
Bonney and Stickley (2008) highlighted that ‘recovery’ has an array of 
meanings, it has been described as ‘an idea, a movement, a philosophy, a set 
of values, a paradigm, policy and a doctrine for change’ (p. 140). 
Traditionally, the use of the term recovery in mental illness has implied 
amelioration of clinical symptoms and associated deficits, or return to mental 
health following a period of illness, and this definition aligns itself to 
biomedical understandings of health and illness (Davidson & Roe, 2007). 
Ralph & Corrigan (2005) highlighted three inter-related definitions of 
recovery: a naturally occurring and spontaneous phenomenon; recovery 
occurring in the context of effective treatments; and thirdly, recovery as a 
‘beacon of hope’ that life does not need to be limited by mental health 
diagnoses. The first two definitions imply recovery as a cure from a state of 
illness. Prior to the early 1990s, academic journals had published very little 
about the third type of ‘recovery’. Deegan (1988) suggested that prior to this, 
the scientific disciplines of psychology and psychiatry may not have had the 
language to express these ideas.
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Re-conceptualising ‘recovery’
A combination of three historical and socio-political factors contributed to a 
shift in thinking about the long-term nature of severe mental health problems 
(Pilgrim, 2008). This thinking was predominantly by professionals and a new 
era in mental health care emerged embodied by the closure of long-term 
psychiatric hospitals, termed ‘de-institutionalisation’ (Ramon et a l, 2007). 
This sparked the realisation that the delivery of mental health services within 
community settings needed to offer more than a focus on symptom reduction, 
instead also requiring a more holistic understanding of the person and their 
‘wants and needs’ (Anthony, 1993, p. 522).
At the same time, evidence from longitudinal outcome studies of people with a 
diagnosis of schizophrenia indicated that recovery was possible. Empirical 
research by Harding and colleagues (e.g. Harding et a l,  1987) found diversity 
in recovery outcomes, with one-half to two-thirds of people achieving 
‘complete recovery’, defined as an absence of symptoms and return to 
previous levels of functioning (Davidson et a l,  2005; Ramon et a l,  2007). 
Harding (1988) referred to a ‘rule of thirds’, with one-third of people at 20 -  
30 years post-diagnosis living ‘normal’ lives outside of the mental health 
system, one-third achieving employment, long-term relationships, and so on, 
alongside ongoing support from mental health services, and the final third of 
people experiencing significant periods of distress punctuated with periods of 
remission. Given that only one-ninth of people required repeated inpatient 
treatment to manage mental health problems, previously held biomedical 
beliefs about the chronic and debilitating prognosis of schizophrenia could be 
challenged {ibid).
The third key influence came from the Psychiatric Survivor/Consumer 
Movement, which has roots in the anti-discrimination and Civil Rights 
movement of the 1960s and 1970s (e.g. Bonney & Stickley, 2008). Numerous 
personal accounts and narratives describing the ‘lived experience’ of mental 
health problems introduced ideas of ‘recovery’ as overcoming the traumatic 
experiences related to having a ‘mental illness’ label (e.g. Deegan, 1988,
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Lynch, 2000; Camey, 2005). Pilgrim (2008) argued that this can be conceived 
as ‘recovery from invalidation’ and is linked to experiences of stigma, poverty, 
lack of employment opportunities, loss of valued social roles and sense of 
identity, as well as direct experiences related to the mental health system, such 
as coercive treatment and iatrogenic effects of involuntary hospitalisation 
(Davidson et al., 2005). This movement, at the extreme position, rejects 
professional authority to define recovery, often viewing professionals as part 
of the problem, and places emphasis on this type of personal ‘recovery’ 
outside of the mental health system (e.g. Coleman, 1999; Pilgrim, 2008). This 
conceptualisation of ‘recovery’ forms what has also been termed the 
empowerment model.
The re-conceptualisation of ‘recovery’ started to appear in academic literature 
in the early 1990s and has roots in the psychiatric rehabilitation model. The 
re-defined concept sought to understand what has been described as the ‘total 
impact of the mental illness’, which takes account of the consequences of the 
illness, such as stigma, negative experiences of treatment and lack of realised 
dreams (Anthony, 1993). William Anthony in the US is frequently cited as a 
powerful voice leading this new vision (e.g. Tumer-Crowson & Wallcraft, 
2002; Rodgers et al., 2007). Drawing from the Psychiatric 
Survivor/Consumer literature, Anthony (1993) outlined recovery as:
...a  deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills and/or roles. It is a way of living a 
satisfying, hopeful and contributing life even with the limitations 
caused by illness. Recovery involves the development of new meaning 
and purpose in one’s life as one grows beyond the catastrophic effects 
of mental illness, (p. 527)
The emphasis in this definition relates to an individualistic, psychological 
process of change, which acknowledges the traumatic experience related to 
having a mental health diagnosis. In the US, Patricia Deegan (1988), a clinical
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psychologist with personal experience of severe mental health problems, 
referred to ‘recovery’ as:
...the lived or real experience of people as they accept and overcome
the challenge of disability (p. 11)
Davidson and Roe (2007) distinguished between two separate 
conceptualisations of recovery. These authors proposed that the term 
“recovery from” mental illness be used to refer to the reduction of clinical 
symptoms and the return to a healthy state of being. A second 
conceptualisation, termed “recovery in” mental illness, refers to a ‘process of 
living one’s life, pursuing one’s personal hopes and aspirations, with dignity 
and autonomy, in the face of ongoing presence of an illness and/or 
vulnerability to relapse” (Davidson & Roe, 2007, p.464). These useful 
distinctions suggest that recovery can be understood as a ‘both/and’ concept, 
as opposed to mutually exclusive conceptualisations (ibid).
Although common themes related to the ‘recovery’ concept have emerged 
across developed countries, there is a degree of diversity in how these ideas 
are understood and their guiding principles. The ‘recovery’ concept in New 
Zealand has emphasised both personal and social responsibility, suggesting 
that families, communities and people with direct experience of mental health 
problems need to become actively involved in and support ‘recovery’ (Mental 
Health Commission: MHC, 1998). O’Hagan (2004) outlined concerns about 
the US concept of ‘recovery’. She argued that the psychiatric rehabilitation 
construct had been professionally-led and represented an extension of, rather 
than challenging the existing dominance of medical model concepts. 
Furthermore, O’Hagan commented that the US concept was overly focused on 
individual processes and paid less attention to social processes, and the 
economic and political context.
Much of the literature surrounding the ‘recovery’ concept is characterised by 
tensions between service-user and professional understandings of the term,
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together with concerns about the mental health service agendas, particularly 
those concerned with risk management and mental health legislation (Pilgrim, 
2008, 2009). Some service-users, like O’Hagan (2004), fear that the concept 
will be utilised as another treatment within the dominant medical model and 
call for organisational change in terms of how services are delivered (Social 
Perspectives Network: SPN, 2007).
Given that mental health and, indeed, ‘recovery’ processes are inextricably 
linked to the impact of stigma, discrimination and disempowerment, taking a 
broader focus and stepping outside medical and psychosocial understandings, 
which are limited to narrow individualistic understandings, is imperative. This 
is reflected in current UK policy, such as the New Horizons consultation 
(DOH, 2009). Although definitions of ‘recovery’ have highlighted the 
importance of individual process, an ecological systems perspective promotes 
an understanding at the level of policy and society (e.g. Nelson et a l, 2001). 
The work of Bronfenbrenner (1979) provides a useful illustration of the 
multiple systems that individuals are embedded within, highlighting multiple 
levels for intervention. An illustrative diagram can be found in Appendix 1.
6Recovery’ themes
Although agreement on a singular definition of ‘recovery’ has proved 
challenging, several themes span both service-user and professional 
perspectives. The following themes provide an overview of salient aspects, 
however, this is not an exhaustive list. The ‘recovery’ concept seeks to move 
beyond pathology and illness-based discourse, towards a focus on health, 
wellness, strengths and resources (Shepherd et al., 2008). ‘Recovery’ is a 
value-based approach that focuses upon subjective experiences and emphasis 
is upon what is important to the individual in their pursuit of a meaningful and 
satisfying life.
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Hope
The importance of hope has occurred frequently within personal narratives and 
consumer literature (e.g. Mead & Copeland, 2000) and has been cited as the 
‘key ingredient’ in ‘recovery’ (Bonney & Stickley, 2008). The experience of 
a ‘mental illness’ label often leads to feeling of despair and hopelessness with 
messages of poor prognosis inherent in mental health practice (Tumer- 
Crowson & Wallcraft, 2002). Deegan (1988) described this as finding a way 
of maintaining, regaining or creating hope that things will one day be better, 
and it is linked to the belief that a renewed sense of self and purpose is 
possible (Davidson et al., 2005).
Empowerment
Empowerment is viewed as another essential ingredient of the ‘recovery’ 
process. An acceptance of illness and the ability to take responsibility for 
one’s life involves becoming active in decisions around health and wellbeing. 
Through the empowerment process, a person can begin to interact with the 
mental health system and make choices about preferred treatments and crisis 
planning, as well as adopting self-management skills (Tumer-Crowson & 
Wallcraft, 2002; Davidson, 2005; Davidson et al., 2005).
Developing relationships and roles
Related to this is the development of supportive relationships and roles, based 
on encouragement and belief, with a significant other, a friend, a peer-survivor 
or a professional (Tumer-Crowson & Wallcraft, 2002). Through social 
connection, such as self-help groups and peer support, people realise that their 
own experiences can be useful to someone else, which can also contribute to a 
new sense of self and identity (Mead & Copeland, 2000).
‘Recovery’ -  a process or an outcome?
Despite the apparent consensus around key ‘recovery’ themes across 
stakeholder groups, there is continued debate about whether the concept of 
‘recovery’ constitutes a process or an outcome (Liberman & Kopelowitz,
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2005; Rodgers et al., 2007). In a healthcare climate that strives to adopt 
evidence-based treatment and measureable outcomes, ‘recovery’ is also 
understood to mean a measurable end-point (e.g. Andresen et al., 2006). 
Traditionally, this would have meant achieving criteria, such as symptom 
reduction or improvement in psychosocial functioning, which fits more 
comfortably in the domain of biomedical understandings of mental health, 
rather than the personally meaningful goals and achievements inherent to the 
‘recovery’ concept.
Models o f ‘Recovery’process
The first conceptual model was developed by Jacobson and Greenley (2001a). 
The model delineated that the word ‘recovery’ encapsulated internal, or 
psychological, conditions, such as experiences, attitudes and change processes, 
experienced by the individual, and firsthand accounts suggest that hope, 
healing, empowerment and social connection are important elements. 
Alongside this, external, or social, conditions exist, which focus on events, 
circumstances and wider contextual factors that may either assist or impede 
recovery processes. Human rights, a positive culture of healing and recovery- 
oriented services are viewed as essential aspects of the ‘recovery’ process. 
Peyser (2001) criticised the model for a lack of scientific data, although the 
authors stated that the model was based on analysis of subjective accounts of 
personal experience using qualitative methodology (Jacobson & Greenley, 
2001b). However, the authors failed to describe the methodology employed in 
their analysis. Furthermore, Noiseux and Ricard (2008) identified that the 
model provided little explanation of the interaction between internal and 
external conditions, and how these impact on individual experience.
The work of Andresen et al. (2003) has served to elucidate key processes and 
stages of ‘recovery’. Following a systematic review of the literature, they 
analysed 46 consumer narratives, consumer articles and qualitative studies, 
which showed that these concepts were focused on psychological ‘recovery’ 
from the consequences of illness. Through employing a constant comparison 
method, four component processes emerged: finding and maintaining hope; re­
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establishing identity; finding meaning in life; and taking responsibility for own 
recovery. Following in-depth analysis of five US qualitative studies exploring 
the ‘recovery’ process, they proposed a five-stage conceptual model of 
‘recovery’ (Davidson & Strauss, 1992; Baxter & Diehl, 1998; Young & 
Ensing, 1999; Pettie & Triolo, 1999; Spaniol et a l ,  2002). The qualitative 
studies employed a range of methodologies, including thematic analysis and 
grounded theory. The five-stage model comprised: Moratorium, Awareness, 
Preparation, Rebuilding and Growth. Although the authors stated that they 
considered ‘recovery’ to be an ongoing process, they highlighted that the 
Growth stage could be considered an outcome and thus provided a 
measureable construct. The characteristics of each stage are outlined below 
(Table 1).
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Table 1: Five-stage model of ‘recovery’ (based on Andresen et a l,  2003)
Stage Characteristics
Moratorium Denial, confusion, hopelessness, identity confusion and 
self-protective withdrawal.
Awareness Glimmer of hope of a better life, either internal event or 
sparked by clinician, significant other or role model, 
awareness of possible self other than a “sick person”: a 
self capable of recovery.
Preparation Starting to work on recovery. Taking stock of the ‘intact 
self and of one’s own values, strengths and weaknesses. 
Involves learning about the illness and services 
available, recovery skills, becoming involved in groups 
and connecting with peers.
Rebuilding Person works to forge a positive identity. Setting and 
working towards personally valued goals, and re­
assessing old goals and values. Involves taking 
responsibility of one’s life, taking risks, experiencing 
setbacks and returning to try again.
Growth The person may not be totally free of symptoms but has 
learnt how to manage the illness and stay well. The 
person is resilient when faced with setbacks, has faith in 
own ability to overcome challenges and maintains a 
positive outlook. They are able to live a full and 
meaningful life and look forward to the future. The 
person has a positive sense of self, feeling the experience 
of ‘illness’ has made them a better person than they 
otherwise might have been.
Using grounded theory methodology, Noiseux and Ricard (2008) developed a 
seven-stage theory of ‘recovery’ from interviews with 41 individuals, 
including people living with schizophrenia, family members and healthcare 
professionals. They defined ‘recovery’ as a ‘process involving intrinsic, non­
linear progress that is generated by the role as actor that the individual adopts 
to rebuild his or her sense of self to manage the imbalance between internal 
and external forces with the objective of charting a path through the social 
world and regaining a sense of wellbeing on all biopsychosocial levels’ 
(Noiseux & Ricard, 2008, p .1157).
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Reviewing earlier empirical work, Slade (2009a, 2009b) proposed a trans- 
theoretical Personal Recovery Framework (PRF) to guide mental health 
professionals in supporting individuals towards personal recovery. Slade 
(2009a) acknowledged the limitations inherent in stage-based models of 
‘recovery’ that imply a sequential pattern of growth and development, and 
highlighted that such models may not map onto each individual’s experience. 
Furthermore, expectations of a ‘recovery’ course may result in feelings of 
failure for the individual if they do not feel they are recovering. Attempting to 
rectify these shortfalls, he proposed four ‘tasks’ involved in personal recovery: 
developing a positive identity; framing the ‘mental illness’ ; self-managing the 
mental illness; and developing valued social roles.
Slade’s (2009a) framework emphasises the importance of identity within the 
broader social context. ‘Recovery’ transitions occur through relational 
changes, within the individual (personal identity) and the people, or world, 
around them (social identity). In essence, he proposes that the emergence of a 
positive identity occurs through reframing and self-managing the ‘mental 
illness’ within the context of identity-enhancing relationships, and the 
development of socially valued roles. These serve to reduce the negative 
impact associated with the ‘mental illness’ part of identity and engender hope 
for the individual. Although the PRF is intended as a ‘loosely ordered’ 
process, a sense of sequential progression towards an ultimate goal of healing 
is outlined. Therefore, it seems difficult to completely avoid the issue of 
individual expectations about progression towards an end-point that the 
framework had attempted to address.
‘Recovery’ as an outcome
Evidence-based practice (EBP) in mental health care has emerged in parallel 
to ‘recovery’. The extent to which the concepts of ‘recovery’ and EBP are 
conflicting or complementary has created significant debate (e.g. Frese et al., 
2001; Anthony et al., 2003; Ramon et al., 2007). Anthony (1993) proposed 
that the ‘recovery’ concept provided an expansion of existing concepts of 
service outcome, by incorporating factors such as empowerment and self­
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determination. Attempts have been made to develop tools that measure 
aspects of ‘recovery’ and two types of measures have emerged; measures of 
psychological ‘recovery’ and tools investigating the extent to which 
environments promote ‘recovery’ concepts (Rodgers et a l,  2007).
‘Recovery’ in UK Policy and Practice
‘Recovery’ first appeared in UK Government policy in 2001 and represented a 
new vision for mental health services (DOH, 2001). The policy, aptly entitled 
‘The Journey to Recovery’, started to recognise problems inherent as a result 
of institutionalisation and the negative impact of stigma and discrimination, 
and outlined the Government’s commitment to changing mental health 
services. In 2005, the National Institute of Mental Health in England 
(NIMHE) produced a guiding statement dedicated to ‘recovery’ in the context 
of mental health and a commitment to developing recovery-oriented services. 
The following quote provides a useful summary of the NIMHE (2005) vision 
of ‘recovery’ :
...a process of changing one’s orientation and behaviour from a 
negative focus on a troubling event, condition or circumstance to the 
positive restoration, rebuilding, reclaiming or taking control of one’s 
life” (p. 2)
The UK has emphasised the relationship between ‘recovery’ and social 
inclusion practices (Repper & Perkins, 2003; Ramon et al, 2009), which is 
also linked to key Government policy (e.g. DOH, 1999; SEU, 2004). The 
focus on social inclusion allows service-users to develop better connections 
and social competence within their community through employment or 
educational opportunities (Ramon et a l,  2009). The joint position paper from 
the Care Services Improvement Partnership, the Royal College of Psychiatrists 
and the Social Care Institute for Excellence (CSIP, 2007) considered early 
challenges to the ‘recovery’ concept integrating issues, such as cultural 
diversity, and a broader understanding of mental health and wellbeing into
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future agendas. It also suggested that despite the fact that the ‘recovery’ 
concept emerged in the adult mental health field and has been largely adopted 
within adult services, the core values of the concept are applicable to mental 
health services across all age groups. This was echoed by Shepherd et al. 
(2008) who also argued that ‘recovery’ ideas are pertinent to anyone 
experiencing a significant mental health problem.
‘Recovery’ and Child and Adolescent Mental Health
Given that the ‘recovery’ movement and service vision has widely been 
adopted by the National Health Service (NHS), it is perhaps surprising that 
‘recovery’ within child and adolescent mental health has yet to be explored. 
To date, two authors in the US have appeared in academic journals (Oswald, 
2006; Friesen, 2007).
In an editorial article, Oswald (2006) raised a pertinent question -  ‘to what 
extent has the child mental health system created the circumstances and 
contributed to the outcomes from which adults with mental illness must now 
recover?’ (Oswald, 2006, p.525). Drawing from a lifespan perspective, people 
with severe mental health problems start their journey of emotional distress 
and interact with mental health services at various points in their lives, and this 
is not necessarily during adulthood. Oswald suggested that some treatment 
approaches employed by child and adolescent services may have failed to 
build resilience and promote personal adaptation and acknowledged the stigma 
and loss of hope experienced by parents of children with emotional and 
behavioural problems. He argued that ‘recovery’ in the context of the child 
mental health system means looking at how services, and the attitudes they 
hold, can be validated by children and their families.
Also in the US, Friesen (2005, 2007) has explored the meaning of ‘recovery’ 
as it may relate to child and adolescent mental health. Friesen (2007) outlined 
parallels between the ‘recovery’ concept and resilience. Resilience has been 
described as “a dynamic process encompassing positive adaptation within the
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context of significant adversity.” (Luthar et a l,  2000, p.l). Friesen (2007) 
adopted a top-down approach to exploring ‘recovery’ with key stakeholder 
groups, including service-providers, children and their parents. Professional 
stakeholders viewed the following ‘recovery’ themes as potentially beneficial: 
the emphasis on hope and optimism; full participation in life; focus on 
strengths rather than deficits, and life planning. Stakeholder groups agreed 
that consideration of the developmental context of children was crucial and an 
ecological systems perspective should be adopted. A significant concern 
across groups was the term ‘recovery’, which was considered to be unhelpful, 
confusing and misleading. Many participants believed the term to imply cure 
and obscured the potential for positive aspects of the term.
The work of Mary Ellen Copeland in the United States has provided recovery- 
oriented approaches for both children and young people. Using the Wellness 
Recovery Action Plan, broadly a model of self-management, Copeland has 
written two resources: a workbook for children aged seven to twelve years, to 
promote ways of staying healthy and feeling good (Copeland et al., 2007), and 
another targeted at adolescents who have experience of depression to help 
build understanding of sadness and difficult feelings by adopting strategies to 
use throughout the course of their lives (Copeland & Copans, 2002). 
Unfortunately, as yet there is no evidence, either empirical or anecdotal, to 
suggest the utility of these resources.
Children and Young People in UK Health Policy
In the UK, changes in Government policy and legislation in the past decade 
have led to greater emphasis on the health and wellbeing of children and 
young people. The Government green paper ‘Every Child Matters’ outlined 
key domains for improving outcomes for children and young people (DfES, 
2004). The five main outcome areas are: be healthy; stay safe; enjoy and 
achieve; make a positive contribution; and achieve economic wellbeing. The 
National Service Framework for Children, Young People and Maternity 
Services (DOH, 2004) outlined a vision for improvement in the mental health
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and psychological wellbeing for all children and young people to be achieved 
through increasing access to evidence-based mental health care. However, 
these documents make no specific mention of the ‘recovery’ concept.
More recently, the joint policy from the Department of Health and Department 
for Children, Schools and Families, entitled ‘Healthier Lives, Brighter 
Futures’ (DOH/DCSF, 2009) outlined the government strategy to improve 
outcomes and reduce inequalities across all aspects of health, including 
psychological wellbeing. There was recognition that ‘healthy’ children and 
young people are able to make the best use of educational opportunities and 
adopt healthy lifestyles, which continue into adulthood and enable lifelong 
contributions to wider society. This highlighted the lifespan approach to ' 
health and wellbeing in the context of research indicating problems during 
childhood and adolescence as predictive of poor outcomes during adulthood 
(e.g. Green et al., 2005). However, despite evidence highlighting poor 
prognosis in later life, there is a paucity of knowledge about factors that can 
have a positive impact on psychological health and wellbeing (DOH/DCSF,
2009). Does this mean that experience of mental health problems in childhood 
or adolescence inevitably leads to negative impact on development and limited 
opportunities, or is there scope for children and young people to experience 
psychological growth as a direct consequence of having emotional difficulties?
The ‘New Horizons’ mental health consultation has adopted a lifespan 
perspective and key priorities are focused on reducing stigma and 
discrimination associated with mental health problems, preventative work, and 
making mental health an issue for individuals, families and communities 
(DOH, 2009). Several themes indicative of ‘recovery-oriented’ practice have 
been highlighted, including children and young people taking personal 
responsibility for their own health and wellbeing at an earlier age and the same 
access as adults to self-management programmes (DOH/DSCF, 2009). Many 
of these themes echo the wider NHS review conducted by Lord Darzi (DOH, 
2008), which highlighted a focus on increased health rights and control for the 
individual.
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Mental Health Problems in Children and Young People
Mental health problems in children and young people, such as emotional 
disorders, conduct disorders and hyperkinetic disorders, are associated with 
negative impact on family life, educational achievements and increased 
antisocial behaviour and offending (Meltzer et al., 2000; Green et al., 2005). 
In the absence of treatment, mental health problems result in distress both for 
the young person and their family, which can persist into adulthood and 
impact on future generations {ibid\ DOH, 2004, 2009). Research evidence 
suggests several risk factors are associated with increased likelihood of mental 
health problems in children and young people: single parent families; low 
income housing; low parental educational achievement or parental 
unemployment; parental mental health problems; children ‘looked after’ 
within the social care system; teenage mothers, and those seeking asylum from 
their country of origin (Carr, 2006; DOH/DCSF, 2009).
The most recent national prevalence survey indicated that ten percent of 
children and young people, aged five to sixteen years, have a diagnosable 
mental health disorder (Green et a l, 2005). Identification of a disorder was 
based on the International Classification of Disease, Tenth Revision (ICD-10: 
WHO, 1992). Data was collected via informant-based and self-report 
screening instruments, and structured clinical interviews. In terms of 
diagnostic categories, four percent of children and young people had 
experienced emotional disorders, defined by a range of anxiety disorders and 
depression, and six percent had a conduct disorder, with two percent meeting 
criteria for more than one disorder. These prevalence rates have remained 
static since an earlier study in 1999 (Meltzer et al., 2000).
Overall, boys were more likely to have a mental health disorder than girls 
across the whole age range, with conduct disorder the most frequent diagnosis, 
whereas emotional disorders were most prevalent in girls aged 11-16 years 
(Green et al., 2005). For both girls and boys, anxiety disorders were more 
prevalent than depression in young people aged 11-15 years (Meltzer et al., 
2000). Overall, 28 per cent of children and young people with an emotional
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disorder had tried to harm or kill themselves (Green et a l,  2005). Parry- 
Langdon (2008) conducted a three-year follow up of the sample used by Green 
et al. (2005). Their results suggested that 30 per cent of young people 
assessed as having an emotional disorder in 2004 continued to meet diagnostic 
criteria in 2007. Similarly, 43 per cent of young people still met diagnostic 
criteria for conduct disorders at three year follow-up. It is likely that high 
attrition rates between 2004 and 2007 masked the true extent of problems in 
children and young people with enduring difficulties.
The Present Study
Some authors have begun to explore how ‘recovery’ ideas in the context of 
severe mental health problems might relate to the experience of children and 
young people, however, to date our understanding is limited. The top-down 
approach to ‘recovery’ adopted by Friesen (2007), and the assumed link with 
the concept of resilience has meant that other aspects and concepts are yet to 
be considered. In the context of UK policy, there are many themes, 
particularly ideas and values, emerging which resonate with the re­
conceptualisation of ‘recovery’ in the adult mental health literature, yet 
explicit links have not been made. In the UK, there are relatively few studies 
that have attempted to capture how children and young people conceptualise 
their experience of mental health problems.
Research Objective
The current study aims to explore how the concept of ‘recovery’ might relate 
to the experiences of children and young people with an ‘emotional disorder’, 
such as anxiety or depression, using a bottom-up research process.
Research Question
How do children and young people conceptualise their experience of anxiety 
and/or depression?
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Method
Qualitative methodology
The current research adopted a qualitative approach, which provided scope for 
‘exploratory’ and ‘discovery-oriented’ research to be conducted. This allows a 
rich, in-depth description of young people’s thoughts, feelings, and 
experiences to emerge through naturalistic data collection (e.g. Denzin & 
Lincoln, 2000; Barker et al., 2002). Broadly speaking, qualitative 
methodologies are concerned with the ways in which people make sense of 
their world and the meanings that they attribute to events (Denzin & Lincoln, 
2000; Willig, 2008). Methodologies vary in their epistemological positioning, 
that is the assumptions about possibilities for knowledge, or ‘what can be 
known and how’ (Willig, 2008, p. 12). Qualitative methodologies also differ 
between themselves in the assumptions they make about the role of the 
researcher. Nonetheless, all acknowledge that the researcher is inextricably 
involved in the research process (ibid).
The current study was considered to be well-suited to a qualitative 
methodology for the following reasons. Firstly, the nature of the research 
objective and research question. This sought to investigate how young people 
understand and make sense of their experiences of an emotional disorder; to 
explore young people’s own thoughts, feelings and perceptions about 
experiencing anxiety and depression during childhood and adolescence, and 
the ways in which young people interpret and understand the world around 
them. As such, it was important to conduct the research in a way that 
allowed them to convey their own experience in the least restrictive way 
possible. Secondly, a comprehensive review of the existing literature 
highlighted that there were no pre-existing theoretical frameworks, and there 
was a paucity of research into the way that young people understand mental 
health problems. This opened up the possibility for exploratory research 
aimed at seeking in-depth understandings in a novel area (Strauss & Corbin, 
1998).
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Choice of qualitative methods
The suitability of several qualitative methods was considered when designing 
the study. In particular, Thematic Analysis (Braun & Clarke, 2006), 
Interpretative Phenomenological Analysis (Smith et al., 2009) and Grounded 
Theory (Charmaz, 2006). A brief review of the strengths and weaknesses of 
each approach is considered below in relation to the research question.
Thematic analysis allows the researcher to reduce large amounts of data by 
identifying and reporting patterns, or themes, arising within the data (Braun & 
Clarke, 2006). As such, this method is useful when there are no pre-conceived 
categories or themes to guide data analysis. Thematic analysis would be well- 
suited to the current research question as little is known about the topic area 
for this population, although this method would not offer such potential for 
theory development as methods such as grounded theory.
Interpretative Phenomenological Analysis (IPA) is concerned with the nature 
of an individual’s experience and offers an in-depth exploration of 
phenomenology, that is, the meaning that specific events or experiences hold 
for the individual (Smith et al., 2009). This method acknowledges the integral 
role of the researcher as an interpreter of the individual’s experience, making 
analysis a two-stage interpretive process, referred to as the double 
hermeneutic. As IPA is primarily concerned with individual psychological 
experience as understood from the viewpoint of the participant, it attends more 
to quality of the experience as it is defined than to the social context and 
conditions within which these experiences occur (Willig, 2008). Although the 
current study was specifically concerned with how young people make 
meaning of their experiences, it was considered important to use a method that 
could provide the flexibility to explore both internal events and their 
relationship with the broader social context.
Grounded theory is considered suitable for research of an exploratory nature in 
several respects: when little is known about a topic; there are no pre-existing 
‘grand’ theories to explain psychological constructs or behaviours under study;
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and the development of new theory is a research aim (Payne, 2007). There is a 
degree of overlap in analytic techniques between thematic analysis, IPA and 
grounded theory methods, however, what distinguishes grounded theory is the 
use of theoretical sampling to create context-specific theory to explain social 
psychological processes (Charmaz, 1995, 2003). A preliminary review of 
‘recovery’ literature in the adult population revealed an emphasis upon 
‘recovery’ as a process and therefore, it was considered useful to adopt a 
grounded theory methodology because this would facilitate exploration of 
processes, rather than specific events.
Grounded theory was chosen for the following reason. The current study 
formed part of a wider research programme, which aimed to develop a 
measure of ‘recovery’ for use in Child and Adolescent Mental Health Services 
(CAMHS). Consequently, it was imperative that the data analysis method 
would allow underlying concepts underpinning the participants’ experiences 
of emotional disorders and its broader impact on their lifestyle and social 
relationships to emerge, along with an understanding of the properties of those 
concepts. The primary research aim was to provide an explanatory framework 
by raising data collected beyond the level of description to develop an 
inductive theory elicited from the data collected, which could be applicable to 
similar populations. Grounded theory provides scope to explore how 
underlying concepts may relate to one another, and how they can be arranged 
into a broader theoretical framework (Strauss & Corbin, 1998). Although it 
was acknowledged that, within time and resource limitations, the present study 
was unlikely to fulfil criteria for a full version of grounded theory, allowance 
for working towards that as far as possible was considered desirable. The aim 
was to work within an abbreviated version of this method, such as through 
coding processes and constant comparison. In particular, the opportunity for 
theoretical sampling (Willig, 2008) was a key aspect which made grounded 
theory suitable for this study.
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Grounded theory approach
There is no single grounded theory methodology, rather several versions of 
varying epistemologies (Willig, 2008). Originally developed by sociologists 
Glaser and Strauss (1968), grounded theory was devised to create context- 
specific theories that were ‘grounded’ in data, as opposed to drawing from pre­
existing theories, thus enabling theory-generation in order to explain social 
and social psychological processes (Charmaz, 2006; Willig, 2008). Glaser and 
Strauss’ (1968) version of grounded theory maintained its roots in positivist 
assumptions with the term ‘discovery’ highlighting a realist underpinning 
(Charmaz, 2006). Later versions of grounded theory, such as Strauss and 
Corbin (1990, 1998), produced step-by-step accounts involving new technical 
procedures rendering the method perhaps more prescriptive than originally 
intended.
Charmaz (1995, 2006) introduced a social constructivist version of grounded 
theory. She suggested that categories and theories are constructed by the 
researcher through a process of interacting with the data, as opposed to being 
discovered within the data. The researcher plays an integral role in the 
analysis through their interactions and readings of the data, thus disputing that 
there is one objective ‘truth’ but rather multiple social realities. As such, the 
process of theory development captures a dynamic interplay between the 
participants, the data collected, and what the researcher is bringing to the 
process, such as their personal experiences and theoretical preferences. 
Inherent in this approach is an interpretive tradition, insofar as the theory is 
dependent upon the viewpoint of the researcher and cannot be separated from 
it. This epistemological stance was adopted in the current study (refer to 
Reflexivity section).
Service-User Involvement
A service-user research advisory group was recruited to consult on design 
issues. The research advisory group was established through consultation 
between an NHS manager and a Young People’s Advocate from a mental
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health advocacy project. Subsequently, young people attending the project 
were invited to be research advisors and they received financial reimbursement 
for their time (see Appendix 2). One two-hour advisory group meeting was 
held in June 2009 and was attended by four research advisors. The research 
advisors were consulted about the following design issues: study information 
and material (i.e. information sheets) and the interview process (i.e. potentially 
sensitive topic areas and ideas about how to manage emerging distress). A 
summary of feedback can be found in Appendix 3. Further meetings were 
planned to coincide with the evolving research process, such as respondent 
validation phase and dissemination of the findings. Unfortunately, lack of 
interest from the research advisors meant it was not possible to schedule a 
second meeting.
Ethical Considerations
The current study formed one part of a wider research programme being 
conducted jointly between the University of Surrey and an NHS Foundation 
Trust in the South of England. Ethical approval was sought and granted via 
the National Research Ethics Service (NRES) and the local Research Ethics 
Committee (see Appendix 4). Approval was also obtained from the University 
of Surrey Faculty of Arts and Human Sciences Ethics Committee (see 
Appendix 5). The following issues were considered:
Consent.
The current study aimed to invite and recruit young people aged 10-16 years. 
Individuals aged 16 and over are considered able to make an informed 
decision about their participation in research, whereas individuals under the 
age of 16 are considered unable to make informed decisions but can provide 
assent to participate. Informed consent was sought from their parent or 
guardian. Age appropriate assent and consent forms were devised for all 
potential participants (see Appendix 8-12).
181
Major Research Project
Confidentiality and anonymity:
Participants’ anonymity was ensured throughout the research process. All 
interviews were transcribed verbatim and digital data recordings will be erased 
upon completion of the research. All identifying information in the interview 
transcripts was anonymised and participants were given a pseudonym. 
Consent documents and contact information was kept securely and separate 
from the transcripts. All participants received age-appropriate information 
sheets (separate versions for parent/carer and age-appropriate young person 
booklets), which contained written information pertaining to the nature and 
limits of confidentiality.
Managing potential distress:
It was possible that during the interview process, participants could become 
distressed when talking about emotional distress and difficult life events. The 
study consultation group provided useful information about potentially 
sensitive topic areas for the participant (see Appendix 3). The potential for 
emotional distress was highlighted in the information material for the young 
people and their parents/carers. Interviews were conducted with the potential 
for emerging distress in mind and ensured that participants were aware they 
could take a break or end the interview. In this eventuality, it was planned that 
participants would be provided with a debriefing period and support to 
consider options for managing their distress. Furthermore, the interviewer was 
mindful of emerging risk issues and both parties were aware of the limits 
around confidentiality. The management of risk issues would follow 
identified local NHS Trust policies and if necessary, participants would be 
signposted to additional sources of support to manage their distress (e.g. their 
CAMHS worker).
Procedure
Recruitment
Participants were recruited from a Specialist Child and Adolescent Mental 
Health Service (CAMHS) in the South of England. Research and
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Development (R&D) approval was granted by the NHS Foundation Trust. In 
line with ethical and R&D requirements, a list of potential participants was 
collated by a Consultant Clinical Psychologist working within the CAMHS 
team and was based on referral diagnosis for all open cases and closed cases. 
Inclusion criteria was young people aged 10 -  16 years with a primary 
diagnosis of anxiety or depression. Invitation packs contained an invitation 
letter from the Consultant Clinical Psychologist, an availability slip, an 
information sheet for parents (for under 16s), an age-appropriate information 
booklet for young people, and consent and/or assent form (see Appendices 6, 8 
- 12).
A total of 150 families fulfilling inclusion criteria were invited to participate. 
One follow-up invitation letter was sent to non-respondents at least two weeks 
following initial invitation (see Appendix 7). Of the 150 families invited, 13 
(8.7%) families requested further information about the study. Some families 
chose to comment about reasons for non-participation, which included: 
reluctance expressed by young person to talk (n=7); parental concerns about 
jeopardising progress achieved (n=5); current educational pressures (n=2); life 
too busy/stressful (n=2); dissatisfaction with CAMHS (n=l); and other (n=4).
Of the 13 families, following receipt of a completed availability slip, the 
researcher contacted the family by telephone to answer any additional 
questions and arrange a face-to-face interview. Three families subsequently 
declined participation.
Participants
A  total of ten young people were willing to participate in one audio-recorded 
interview. Three participants had a diagnosis of an Autistic Spectrum 
Disorder (ASD). Participants with a diagnosis of ASD were excluded from 
the current data analysis for two reasons. These participants found it 
challenging to reflect in an in-depth way about their experiences of emotional 
distress. Secondly, related to this, young people with ASD appear to have a
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different experience of anxiety and depression than young people not on the 
autism spectrum. It is anticipated that this data will be analysed separately.
Subsequently, data analysis was conducted with seven participants; five 
females and two males aged 15 or 16 years. All participants were of White 
British origin living at home with their parents: two participants lived in one- 
parent families, the remaining participants were from two-parent families. 
Three participants attended secondary school, three were attending college and 
one participant was not currently attending school due to mental health 
problems. Diagnostic labels were obtained from referral information and were 
verified within the research interview by the participant. However, these 
labels do not necessarily meet formal diagnostic criteria, such as DSM-IV-TR 
(APA, 2000) or ICD-10 (WHO, 1992) but are a reflection of how the 
participant talked about their experiences. Five participants described 
experiencing both anxiety and depression; one participant described 
depression; and one participant described obsessive-compulsive disorder 
(OCD) and depression.
Interview Schedule
A semi-structured, open-ended interview schedule was developed (see 
Appendix 13). The interviewing style took the form of a directed conversation 
with the interview schedule acting as a guide for the researcher to invite the 
participant to consider broad areas of their experience. The interviewer 
adopted the language and terms used by the participant to facilitate 
understanding of their experiences. Several prompts, follow-up and clarifying 
questions were asked as necessary to ensure the research question was 
addressed and to expand ideas introduced by the participant. In order to 
provide a containing structure to the interview process, interviews started by 
exploring general aspects of the participants’ current life context (e.g. school, 
hobbies, friendships), then moved onto to a conversation about their 
experiences of anxiety and depression, and a consideration of contexts and 
change over time. Finally, questions became more future focused and invited
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the participant to consider positive aspects of their life, as suggested by 
Charmaz (2006).
Interviews
All interviews were face-to-face, individual interviews conducted by the 
researcher. Seven of the interviews were conducted within a therapy room at 
the CAMHS base and three interviews were conducted at the participant’s 
home.
Although the participants had previously received study information and 
consent forms, a brief overview of the study was re-iterated prior to the 
interview to ensure informed consent or assent. Along with information about 
confidentiality limitations, the participants were also provided with an 
opportunity to ask any questions. For all participants requiring parental 
consent, telephone contact was made when arranging the interview to ensure 
the parent understood the nature of the study and had opportunity to ask 
questions. All parents of participants under 16 years were present for the 
duration of interview, although they were not in the same room.
Each interview lasted between 30 minutes to one hour and was digitally 
recorded. Interviews were subsequently transcribed verbatim. Grounded 
theory process allows data to be collected in stages in order for initial data to 
be analysed and subsequent data collection to become focused on highlighting 
and expanding areas of emerging theory. This process would typically involve 
the selection of participants with the aim of elaborating categories and this is 
known as ‘theoretical sampling’ (Charmaz, 2006). Theoretical sampling based 
upon specific characteristics in relation to participants or their experiences was 
not possible during the current study primarily because the study response rate 
was exceptionally low and all participants who responded to the initial 
invitation were interviewed. Furthermore, given the ethical considerations 
around the method of approaching potential participants and access to 
potential participant information, it was not possible to specify additional 
characteristics in the recruitment process. However, the interview schedule
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was revised following a review of the early interviews (interviews one to five) 
and incorporated additional questions to elicit information about possible gaps 
in data collection and elaborate emerging ideas (see Appendix 14).
Data Analysis
Data analysis was conducted in line with the ‘flexible guidelines’ provided by 
Charmaz (2006).
Coding
Each interview transcript was analysed initially using line-by-line coding. 
This type of initial coding helps the researcher to reflect the actions and 
language used by the participant, and generate codes that closely relate to the 
data. By doing this, it was intended that the use of pre-existing concepts or 
categories would not drive the data analysis and analytic directions could 
emerge. Initial coding was followed by focused coding which began to draw 
together and explain larger sections of data. By drawing upon the line-by-line 
coding, the focused coding created codes that made the most analytic sense. 
An example of a coded interview transcript can be found in Appendix 15.
This process was repeated for the first three interviews. Following this, the 
interview schedule was revised in order to refine and further elaborate ideas 
emerging from the earlier interviews. There was a degree of overlap between 
the data analysis and data collection, and due to time constraints and tight 
interviewing schedule, the revised interview schedule was implemented for the 
latter five interviews.
The remaining interviews were subsequently coded using both line-by-line and 
focused coding. Focused coding was carried out using constant comparison 
both within and between interviews. It also served to elaborate, refine and 
expand existing codes and helped construct emerging categories within the 
data.
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Memo-writing
Memo-writing enables the researcher to analyse the ideas that emerge through 
the initial stages of data collection and analysis (Charmaz, 2006). Through 
keeping detailed written memos, it was possible to start to begin to analyse 
data within the early codes and allowed broader categories covering larger 
sections of the data to be constructed. It also sparked in-depth exploration of 
the emerging categories and concepts that could be verified or refined through 
further data collection and analysis, and also aided reflexivity. During this 
phase of analysis, clustering techniques were used to visually map the 
emerging relationships between concepts and categories.
Theoretical saturation
Theoretical sampling aims to seek out data that can elaborate or refine 
categories constituting the emerging theory (Charmaz, 2006). As previously 
discussed, there was limited opportunity to fully engage in this aspect of the 
research process. Theoretical saturation is reached when further data 
collection and analysis ceases to produce new theoretical understandings 
(ibid).
Reflexivity
The constructivist epistemology adopted requires the researcher to reflect upon 
how their own positioning, that is their personal and theoretical beliefs, 
interests and assumptions, may influence the subsequent data analysis 
(Pidgeon & Henwood, 1997). It is proposed that reflection on pertinent 
factors will aid transparency and help the reader to understand the relationship 
between the researcher and the data (Elliott et al., 1999). The following 
section provides a discussion of the personal and theoretical factors that I 
brought to the research which I think contextualise the study for the reader.
My interest in ‘recovery’ grew during my adult mental health placement where 
I used the ideas in my clinical practice. ‘Recovery’ ideas seemed intuitive to 
me, offering an optimistic message for everyone experiencing mental health 
problems. Yet, during my CAMHS placement, the concept had little meaning
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for either my clients, or my colleagues, despite narratives about the recurring 
nature of problems. I felt frustrated by the lack of enthusiasm expressed by 
professionals about the applicability of ‘recovery’ and hoped that this research 
could help to broaden understandings of mental health for young people.
When embarking on the research, I was mindful of how my own life 
experiences have informed my belief that seeking help from services during 
periods of emotional turmoil can be beneficial but that biomedical 
understandings of distress alone can restrict an individual’s understanding of 
their experience. Instead, I value psychological models which consider the 
interplay between the person and their social environment. I strongly believe 
that life should not be limited by mental health problems and hold hope that 
people can have their preferred futures. As such, during the interviews, I 
found it challenging at times to listen to the young people talk about their 
feelings of hopeless without offering a therapeutic intervention. Furthermore, 
during analysis, my beliefs around hope may have led me to search for 
positive aspects in their accounts.
As a White British woman in my early thirties, some of the experiences 
described, particularly by the female participants, were reminiscent of my own 
adolescent experiences during which I experienced emotionally challenging 
periods. I recall personal triggers for my own distress, such as struggling with 
friendship group membership. The interview schedule was designed to cover 
broad topic areas but it is likely that I also used my own experiences to guide 
my questions and at times pursued areas of personal interest. For example, my 
interest was drawn to conversations about participants’ experiences of 
isolation or feeling different to others, and what this had meant to them.
The wider research programme included a sister project conducted by a fellow 
trainee, with whom I also shared a house. This project involved interviews 
with the parents of the participants involved in my study and, as such, we 
inevitably engaged in frequent conversations both about the ‘recovery’ 
concept and the progress of our research. Throughout I was cautious of the
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potential influence that my own position and my conversations with others, 
both with my colleague and the wider group, might have on the data analysis. 
It was possible my own investment in the ‘recovery’ concept could limit my 
readings of alternative interpretations of the data. However, I endeavoured to 
adopt a curious and open approach during the data collection and analysis so 
that I would not impose my pre-existing assumptions and beliefs about 
‘recovery’ onto the data. As I could not alter the research context, I ensured 
that I continuously returned to the data to check out and ground the emerging 
findings.
As the research progressed, I took a critical stance towards the literature and 
concepts. Although a systematic literature review was written prior to data 
collection, I chose to leave an in-depth review of qualitative studies until the 
final stages of data analysis. A review of process models of ‘recovery’ 
revealed that individuals’ experiences could be understood as non-linear 
process, with individuals moving back and forth between stages over time. 
When constructing my model, I was initially unaware that I had made a 
similar assumption about non-linearity forming the process for young people 
as well. It was not until later reflection that I realised that I had held onto this 
assumption. Discussion with my research supervisor enabled me to return to 
the data to challenge my initial pre-conceptions and revise my findings 
accordingly.
Evaluating the research
Several researchers have articulated criteria through which qualitative research 
can be evaluated (e.g. Elliott et ah, 1999; Yardley, 2000). However, in 
keeping with the guidelines of grounded theory analysis employed, this study 
will adopt criteria developed by Charmaz (2006) to evaluate the current 
research. Charmaz outlined a framework for evaluating grounded theory 
studies based on the following criteria: credibility; originality; resonance; and 
usefulness (further detail can be found in Appendix 16). This framework will 
be considered in detail in the discussion section.
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Respondent validation
Although it is a contested approach to validating theory (e.g. Pidgeon & 
Henwood, 1997), as part of the research evaluation, respondent validation was 
conducted. All participants indicated they wished to receive a summary of the 
findings and have opportunity to provide feedback. The respondent validation 
letter and feedback form can be found in Appendix 17.
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Results
The Interpretive Framework
During the interviews, participants shared a range of thoughts, feelings and 
experiences in relation to their personal experience of anxiety and depression. 
A wealth of data emerged from the interview transcripts and it is 
acknowledged that the data could be interpreted from different perspectives 
reflecting diversity in what the researcher brings to the analysis. Initial data 
analysis revealed that participants often expressed contradictory 
understandings of their experiences, which may suggest they had not yet 
processed or integrated their experiences to date. However, through the use of 
an interpretive framework, it was possible to construct an understanding of the 
participants’ experiences of anxiety and depression.
An Emerging Process
Although categories were initially constructed, when moving towards a 
conceptual analysis, it was apparent that an emerging process captured the 
construction of the data analysis. Consequently, the categories were 
constructed as phases that participants moved through within an emerging 
process.
From the analysis, six broad phases were constructed: Escalating distress'. 
Distancing self from  the social world’. Feeling cut o ff from  the social world'. 
Letting others in'. Battling emotions', and Re-engaging with the social world. 
These phases, together with their sub-phases can be found in Table 2, and are 
outlined in detail below. Examples from the data highlight the emerging 
phases and sub-phases. All names have been changed to protect the 
participants’ identity and ensure anonymity.
The six-phases constructed reflect a process of psychological and behavioural 
change starting at the onset of anxiety and depression, which was 
characterised by increasing distress, through to the participants’ current
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position. It is noteworthy that all participants expressed continued challenges 
faced in light of anxiety and depression. The emerging phases captured the 
dynamic and evolving nature of the participants’ relationship to distress. 
Participants spoke about both emotional distress, such as feeling anxious or 
low in mood, and psychological distress, such as having negative, troubling 
thoughts about themselves, how other people view them, and their own future. 
The term distress will be employed as shorthand when participants refer to 
both types of distress.
Although the phases are initially outlined separately, the relationships between 
the emerging phases are subsequently discussed towards the end of the results.
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Table 2: Phases and Sub-phases
Phase Sub-phase
1. Escalating distress Not knowing what is happening
Fearing catastrophic consequences
Being controlled by emotions
Wanting others to understand
2. Distancing self from social world Not fitting in socially
Withdrawing from others
3. Feeling cut off from social world Shrinking social circles
Feeling hopeless
4. Letting others in Mother noticing distress
Needing to seek help
Receiving an understanding
5. Battling emotions Taking responsibility for change
Talking about distress
Gaining control over emotions
Pushing themselves
6. Re-engaging with social world Increasing supportive relationships
Developing confidence
Believing in ability to cope
Optimism for the future
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Phase 1: Escalating distress
Escalating distress represents an initial phase that participants experienced 
when they first became aware of their distress. For several participants, these 
experiences started during childhood (Emma and Laura) or had been enduring 
since their transition to secondary school several years previously (Sarah and 
Ben). The majority of participants had experienced a shift in the nature of 
their distress from ‘anxiety’ to periods of ‘low mood’ or ‘depression’ (Helen, 
James, Ben, Sarah and Laura).
During this initial phase, participants described a growing intensity of distress, 
which was experienced as a threat to their sense of self and their ability to 
function within the social world. Participants appeared to be predominantly 
passive in the face of their growing distress. Their descriptions were 
characterised by fearful experiences of interacting with the other people and 
confusion about their sense of self. During this time, participants appeared to 
compare their current self with a perception of their former self. As James and 
Laura highlighted:
“You’re not yourself.” (James)
“I ’m generally not myself, like you lose a lot o f  personality. "(Laura) 
1.1 Not knowing what is happening
Participants talked about beginning to notice that their experiences were out of 
the ordinary and their accounts suggested that they had little or no 
understanding about what was happening to them:
“I  think to myself well I  have to do these things and I  don’t know what 
it is. ” (Emma)
“Suddenly this feeling came over me and I  was like ‘Oh my gosh, what 
is this?”’ (Helen)
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Some participants were unable to explain changes they had noticed in their 
emotional state and behaviour, such as becoming tearful and going out less:
“I  was like most, every week I  was like really tearful and upset and 
that’s how I  realised I  started to get low moods more often than what I  
thought I  had. ” (Charlotte)
‘Tom know, when your head’s buzzing and you just, I  had that all, sort 
o f all the time. I  don’t know what it was. I  can’t remember the phrase, 
highly strung or something like that... I  was like that all the time. ” 
(Sarah)
Charlotte began to notice behavioural differences between herself and her 
peers:
“Everyone else around me was going out and things. Enjoying 
themselves and I  was just sitting in. ”
Several participants spoke about experiencing a loss of contact with reality. 
Helen described a death-like experience and expressed ongoing confusion 
about what happened to her when she first started to experience panic attacks:
“Even now sometimes, I  still think ‘maybe I  did die then’, maybe all o f 
this is some like weird, like not real, and maybe I  did die then. ”
Laura talked about her experience of feeling de-humanised during an episode 
of depression:
“It just wasn ’t like a life and I  fe lt barely human. ”
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Some participants talked about judging their own emotional experiences in 
relation to others by making social comparisons and subsequently worrying 
about whether they were ‘normal’ or in some way different to their peers:
“You sort o f see other people, sort o f not being sort o f freaked out and 
anxious or depressed whatever. I t ’s, you sort o f feel like ‘Why can’t I  
be more like that?” (Sarah)
1.2. Fearing catastrophic consequences
The majority of participants talked about being terrified about what might 
happen to them. These fears were conceptualised as catastrophic in nature 
because they were concerned with the perceived threat of a sudden and 
uncontrollable disastrous event happening, such as death, losing 
consciousness, going mad, or the fear that ‘something bad will happen’. These 
threats were experienced both physiologically, as well as in the mind, and they 
were experienced as if they were external to the self:
“Sometimes you feel like you’re going to die and you just feel that your 
body’s going to shut down. ” (James)
“I  just had this really intense fear that I  was dying and I  was scared to 
say anything and I  was scared that like I  would just die and no one 
would know. ” (Helen)
Emma expressed relief when her worst fear was disconfirmed when she was 
given a diagnosis of OCD:
‘To know that I  wasn’t absolutely mental. ’
There is a sense that participants’ actions are controlled by the fear of 
perceived disastrous consequences:
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“/  had sort o f a, a feeling o f like fear inside me that I  was [...] going to 
get beaten up or something like that and it was like really scary.” 
(Ben)
1.3. Being controlled by emotional distress
All participants experienced feeling like their actions were being controlled by 
their overwhelming fears and they were consumed by their distress. This 
could be through the threat of, or actually having, a panic attack; feeling the 
compulsion to enact rituals; or being unable to ‘get out’ of a low mood.
“I t’s kind o f quite uncontrollable, you can’t control it because the 
more you think about like ‘Oh stop feeling i f ,  just makes it worse. ” 
(James)
“I ’ll just be lying bed and say it’s six ‘o ’ clock in the morning and I ’ve 
just literally come round, I ’d say to myself, get a bad thought in my 
head and have to touch the wall. ” (Emma)
Several participants explained how anxiety was able to take control of their 
body and exert itself in a physical form through symptoms, such as increased 
heart rate, sweating, and dizziness:
“Everything is a bit difficult and it’s just like everything’s not quite 
right. I t’s a little bit wobbly and I  just feel a tiny bit dizzy all the time 
when I ’m like that. ” (Helen)
“When I  start having a panic attack and then my eyes start going funny 
and then I  get a migrane...and then I  start like physically being sick, 
which is like completely horrible.” (Ben)
Other participants spoke about being distressed by constant thinking:
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“You wanna stop thinking but it just won’t stop going round in your 
head. ” (James)
Some participants talked about being trapped or paralysed by their distress and 
expressed a wish to escape from it. This seemed to disguise their true sense of 
self:
“I  feel like I ’m in a kind o f nutshell, where I ’ve got tired and 
sometimes I  fee l like I  want to break free and be myself ” (Emma)
Participants spoke about feeling unable to do things that they wanted to do as a 
result of their distress, such as going into town with friends, going to the 
cinema, going out with family and sitting in a classroom at school:
“I  was petrified to like leave the house sort o f thing, talk to new 
people, and it like affects everything. ” (Laura)
Some participants felt that they had the knowledge of what would help relieve 
their distress but felt unable to act upon this and go out socially with others:
“Ife e l like saying ‘no’ all the time is letting me down because I  know 
that i f  I  went out into town it would help me a lot. ” (Ben)
1.4. Wanting others to understand
Some participants talked about believing that other people do not understand 
what it is like to experience distress because it is not visible to others:
“Like depression, it’s mental, it’s not physical, that’s why no one can 
really understand it. ” (Laura)
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“I f s  what’s inside, and i f s  like horrible i f  you’re like all sort o f 
normal on the outside but then you’re suffering on the inside so people 
don’t really understand or you can be a bit funny sometimes. ” (James)
This can feel like an isolating experience:
“There’s no one else my age who I  know that has it and you know no 
one can really relate to it. ” (Helen)
Phase 2: Distancing self from social world
The second phase, distancing self from the social world, appears to occur as a 
consequence of a growing intensity of distress, through experiences of 
confusion, fear, processes of comparing self with others and former self, and 
making judgements about normality. All participants spoke about distancing 
themselves from social interactions, such as struggling to attend school, 
reducing participation in hobbies or going out with friends.
2.1. Not fitting in socially
Ben and Emma talked about being bullied at school and how this had left them 
feeling afraid of repeated bullying. Ben spoke about how social situations 
triggered difficult memories:
“...then it brings me back to the bullying and I  just like, basically, they 
all like to basically take the mick out o f me [current peers] because I  
can’t go out. ”
Several participants expressed beliefs about being judged negatively by others 
when they were in social situations and this led to fears about them being 
different to other people and not ‘fitting in’ socially (Helen, James, Charlotte 
and Sarah). Participants often made social comparisons about what it means 
to be ‘normal’:
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“I  always fe lt like other people looked down at me sort o f thing. ” 
(Charlotte)
“I  think fo r  me it was mainly sort o f I  was very nervous about what 
other people sort o f thought and I  was really scared to do something 
that other people would find  you know find  really weird and think ‘Oh, 
what’s wrong with her?’” (Sarah)
All but one participant talked about feeling like they lacked confidence in 
themselves, which impacted negatively on their ability to interact within social 
settings:
“I  wasn’t very confident at all. ... I  sort o f really wanted to be more 
confident but you know you just can’t bring yourself to quite do it.” 
(Sarah)
Laura spoke about being highly self-critical in relation to other peoples’ 
positive attributes. This led her to think very negatively of herself and 
consequently to avoid social situations:
“I  was always putting myself down. I  thought I  was ugly, thick or ugly 
or just didn’t want to go [to school]. ”
2.2. Withdrawing from  others
All participants spoke about withdrawing or avoiding from some, or all, 
aspects of their social world. They retreated from their social world by 
staying in a place of relative safety, their home, or ‘safe little cocoon ’ as Laura 
described it.
“Basically all the stuff I  was doing before, I  just stopped doing it. ’’ 
(James)
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Going to school was experienced as frightening and some participants 
withdrew from the educational environment (Helen, James and Laura):
“I  didn’t go to school fo r  two years and that was like a really dark 
period because I  didn’t really leave the house. ” (Laura)
Some participants described becoming ‘agoraphobic’ and avoided going out 
but some were able to go out with parents because this reduced their fear:
“I  didn’t leave, I  didn’t go anywhere on my own fo r  maybe six or seven 
months. ” (Helen)
“It [something bad happening] was scaring me a lot and it like 
basically it kept me in the house and I  just didn’t want to go anywhere 
apart in the house or i f  I  was with my mum and dad I ’d be fine with 
going out places” (Ben)
Participants spoke about withdrawal in a sense that suggested that their 
withdrawal was enforced by the control that their anxiety held over them:
“I  mean a couple o f months ago we went to the cinema fo r  one o f my 
friend’s birthdays. I  had to leave halfw ay through. I  just could not 
deal with it [panic attack], ” (Helen)
Other participants felt that they were distancing themselves from other people 
by isolating themselves:
“/  would just like sit in my room and build it all up. I  wouldn ’t speak 
to anyone or just keep myself to myself in my room. ” (Charlotte)
“I  don’t think I  let anyone in. ” (Emma)
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Sarah and Laura experienced a loss of motivation to engage with other people 
or participate in social activities:
“I t’s like, you know when you sort o f feel too low to actually do 
anything, you just sort o f like, like all your friends are chatting and you 
sort o f sit there. I  can’t be bothered to talk. ” (Sarah)
Laura talked about becoming ‘nocturnal’ because she could no longer tolerate 
being around people. She described this as finding a way of living when she 
felt she had no other options. This seemed to act as a survival strategy and 
was self-protective in the sense that it kept her alive:
“I  was kind o f like living no life but like, found a way not to be in life 
but I  didn ’t exactly kill myself. ”
Phase 3: Feeling cut off from social world
Feeling cut off from the social world can be understood as a third phase that 
participants encountered. Through a culmination of growing distress and 
distancing themselves from others, the participants talked about realising that 
there was a world continuing outside of their own existence, a social world 
which they were struggling to interact with.
3.1. Shrinking social circles
Participants spoke in ways which indicated that they experienced their social 
world as diminishing through their lack of interaction with friends and 
troubled family relationships. For some participants, there was a fear that they 
would lose existing friendships through being unable to accept invitations. 
Ben talked about feeling condemned by his friends:
“...and it’s hard fo r  me to like basically, you know, to tell them that it’s 
not really my fault... ”
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Whereas other participants discussed friendships they had lost and thought this 
was a consequence of not interacting (Helen, James and Charlotte).
“I  lost a lot o f friends because I  obviously wasn’t mixing. ” (James)
“I  fe lt like I  was losing friends because o f not going out. ” (Charlotte)
Participants also talked about how their distress had impacted negatively on 
family relationships and believed that the family tensions occurred in light of 
their mood changes, such as increased irritability or moodiness, and their 
siblings’ perceptions of unequal division of parental attention. Several 
participants blamed themselves and felt guilty for creating family tensions or 
problems:
“I  think it was kind o f my fault [sister’s suicide attempt], but like, you 
know, that’s how I  fe lt it was like not really nice but at the same time 
you’re worrying, then you realise it’s your fault. ” (Laura)
Through experiencing troubled relationships or the loss of friendships, 
participants spoke about feeling isolated from their peers:
“When I  feel depressed, I  just feel like, that I  have no friends, nobody 
wants to see me. ” (Ben)
Others accepted blame and took responsibility for lost friendships:
“/  just sort o f fe lt left out but actually it was my own fault fo r  not going 
out and saying no. ” (Charlotte)
3.2. Feeling hopeless
Participants expressed feelings of hopelessness in the face of their escalating 
distress and recognition of how distant they had become from their peers. For
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James, feeling hopeless was related to making comparisons between himself 
and other people:
“You feel sort o f a bit hopeless then it’s like oh everyone else is out 
there having fun  and doing that and I ’m sort o f it feels like everyone’s 
moving forward. When you’re depressed, and you’re moving 
backwards, and that’s just one o f the worst feelings ever. ”
Laura expressed her thoughts about life being meaningless and futureless:
“I  think that everything’s pointless. I  think that life is pointless. I  
think ‘What’s the point o f getting up?’, it’s pointless, you know? 
Everything is pointless, it’s like having no reason to be here and it’s 
like a horrible feeling, it’s like being in limbo or a void, it’s just like, 
you can’t do anything that will make you happy, it’s like always trying 
to find  things that’ll make you happy and nothing works. ”
Most participants spoke about reaching a point where they had thought about 
wanting to die. This was spoken about by participants as a way of ending their 
ongoing distress and highlighted their desperation not to feel the way they did. 
Participants made brief reference to suicide as an option that they had 
considered but would not act upon:
“I ’ve had times in the past where I ’ve been, I ’ve thought to myself, I  
don’t want to be here anymore. ” (Emma)
“Sometimes I  thought there’s no point, I  might as well give up. I  might 
as well be dead. ” (James)
Charlotte described impulsive thoughts that would go through her mind about 
harming herself:
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“Sometimes I  used to say to my mum ‘I ’m gonna tie this rope up the 
curtain, on a curtain and jump o jf o f i f  but I  never did do it, I  just sort 
o f thought about it. ”
Helen made reference to wanting to be dead in the context of what she 
experienced as a socially humiliating event at school when her peers witnessed 
her self-defined unusual behaviour of running out of the classroom whilst 
having a panic attack:
“I  fe lt so awful about it I  just wanted to die. ”
She construed her own behaviour at this point as ‘kind o f a bit mentaf.
During this phase, participants appeared to have little or no concept about the 
possibility of a future beyond the distress caused by their anxiety or 
depression, and the restricted lifestyle this had left them with. However, it is 
possible that through having thoughts about ending their life, the participants 
realised that they needed to fight for their own survival. ‘Wanting to die’ may 
have provided a turning point in a process of change.
Phase 4: Letting others in
Letting others in can be understood as the beginning of a more active phase in 
a process of change. Initially, the participants themselves remained passive 
but slowly they started to let other people into their internal world. This 
process appears to occur both consciously and unconsciously through 
communication of distress to others.
4.1. Mother noticing emotional distress
Despite beliefs about the invisibility of their distress and lack of understanding 
they felt other people had, all participants spoke of how their mother had 
noticed their distress:
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“When it started getting serious and obviously I  couldn't help trying to 
keep it in but it just leaked out all the time. ” (James)
“I  think my mum noticed there was something wrong because my sister 
was never like that. ” (Laura)
Some participants expressed reluctance to talk to their mother about their 
distress:
“I ’d build it all up and then my mum would like realise there was 
something wrong with me and sit and try and jïnd out, and sit until I  
told her. ” (Charlotte)
Despite their initial reluctance to disclose their distress to their mother, all 
participants overcame this. It is the mother who appears to perform an 
important role in providing a vehicle through which the process shifts from a 
passive to active stage. The information elicited from participants about the 
nature of their distress was acted upon by the mother in the form of help- 
seeking on behalf of their child, such as going to doctors. By telling their 
mother about their distress, this is the first time that the participants let anyone 
else into their internal world.
4.2. Needing to Seek Help
Through sharing their distress with their mother, the participants and their 
mothers began to talk about how they could gain support. Interestingly, the 
participants began to use the term ‘we’ highlighting the collaborative nature of 
this process. Participants talked in ways which suggested that they reluctantly 
handed over control to their parent who helped make a decision about what to 
do next. This phase was characterised by reaching a point at which neither the 
participant, nor their parent, were able to manage how much the anxiety or 
depression was impacting on their life:
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"And mum sat with me and we realised how much it was actually 
taking things away so we went to the doctors. ” (Charlotte)
“We left it fo r  I  think it was probably about a year or so, and that’s 
when we really noticed that I  needed like some help with it and we 
came here [CAMHS].” (Ben)
When help was sought, there was a sense of urgency about the first point of 
contact. Charlotte spoke about going to see the doctor in response to her 
increasing suicidality:
“That’s why we went to the doctors as well because I  fe lt like that fo r  a 
couple o f times. Just when it was a one-off my mum just kept an eye on 
me but then when I  fe lt like it a few  times we went to the doctors and 
that’s when they referred me here [CAMHS]. ”
James felt that he had lacked choice about accessing help and this may have 
been a disempowering experience but one which was necessitated by his 
growing distress:
“I  didn’t think I ’d ever have to go to a place like that [CAMHS]... W I  
know that it had to be done sort o f thing. Obviously when I  went there 
I  was really in a bad way so that’s why we got taken there. ”
As a result of talking to their doctor about their distress, participants were 
referred to CAMHS for specialist support. Some participants talked about 
feeling intimidated and frightened of going to CAMHS:
“I  was quite anxious o f going there at the beginning. I  got really 
scared whenever we had to go and I  didn’t want to go” (Helen)
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4.3. Receiving an understanding
Some participants talked about feeling a sense of relief that they had found 
other people who could understand the way that they were feeling. Despite 
believing that going to CAMHS was out of his control, James expressed 
feeling relieved that he had gained support:
“At the time it was actually a bit o f a relief that I  was getting help. ”
Other participants spoke about feeling a sense of relief that their distress could 
be labelled or equated to a diagnosis, and this helped them to start to 
understand and normalise their experiences. It seems that having a language 
to describe their experiences was helpful:
“When I  spoke to them [CAMHS] and they put it into words, I  didn't 
think I  was completely mad or that me feeling this low was abnormal. ” 
(Emma)
Phase 5: Battling emotions
Battling emotions can be conceptualised as an active phase, rather the 
passivity that had characterised the earlier phases. Participants expressed a 
sense of agency and a desire to take control of their anxiety or depression. 
Withdrawal became a key target for change and participants expressed a 
sought after goal of joining in again with the social world and having what 
could be conceptualised as a ‘normal life’. A ‘normal life’ for them meant 
being able to go out independently or with friends, going to school, taking 
exams, and enjoying hobbies, in the same way that they saw other young 
people their age doing. During this phase, participants continued to 
experience symptoms of anxiety and depression, yet the distress that this 
caused appeared to lose its intensity.
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5.1. Taking responsibility fo r  change
Several participants talked about believing that in order to reduce their distress 
and withdrawal, they felt it was up to them to do things differently. On the 
one hand, this suggested an empowering process had occurred and that the 
participants had started to challenge the control that their emotional distress 
exerted over their lives:
“I ’m really happy with myself that I  did it on my own because like I  
mean I  now can stop [panic attack] you know? Whenever that feeling 
comes o f ‘Oh my gosh, I  need, like I  need to get out o f here ’ like you 
know or ‘Oh my gosh Vm going to have a panic attack’ then that kind 
o f feeling like stops and I  can do that myself ” (Helen)
However, on the other hand, participants also spoke about continuing to feel 
very isolated, despite now having disclosed their distress and using mental 
health services for support. Ben talked about feeling responsible for learning 
to cope with his anxiety and this suggests that he feels the locus of control 
rests with him. He spoke about an ongoing process of coping with anxiety:
“I t’s still at times really hard to cope with and when, and I  suppose the 
worrying is really hard fo r  me to cope with because I  can’t like make it 
go away and I ’m gonna have to think, I ’m just gonna have to deal with 
the like the panic attacks, the illness and all that. ” (Ben)
Emma talked about her struggle with OCD:
“I  don’t think I ’m, anyone’s going to be able to stop or cure it fo r  me 
unless I  really want to do it in myself, which it’s got to points where I  
do want to. ”
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5.2. Talking about distress
Several participants felt that talking about the way they were feeling with 
other people was helpful. Talking about distress was recognised to help to 
reduce the potential ‘build up’ of emotions and subsequent withdrawal:
“Before I  used to just build it all up and get really upset and then 
people would find  out but now I  just sort o f speak to her about it and 
then I  feel much happier, rather than getting upset and building it up. ” 
(Charlotte)
Ben and Emma had also found talking to be helpful:
“The talking kind o f things which is here [CAMHS] has made a like 
big impact and has stopped the illness [physical symptoms of panic 
attack].” (Ben)
“I  definitely think that CAMHS really helped talking to someone." 
(Emma)
Sarah was in two minds about whether talking about distress was beneficial. 
On the one hand, she spoke sceptically about her own experience of talking to 
professionals:
“I  mean I  might be wrong but it doesn't sort o f feel like talking to 
someone would change anything but I  don't know really. I've never 
tried it. ”
However, on the hand, she acknowledged that talking to someone in some 
ways had been helpful for her:
“I  think I  found it easier when someone wasn't trying to like give me 
advice about it but when they'd just listen. ’’
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5.3. Gaining control over emotions
Some participants identified ways of gaining control over their anxiety and 
depression, and were able to reduce its negative impact on them by using 
strategies that they had learnt from professionals. Helen spoke about learning 
a way to gain control when experiencing a panic attack:
“She [Alternative therapist] did a lot o f  work with me and taught me 
the yoga breathing technique and that just changed everything because 
I  could finally control it. ”
Whereas Ben had found breathing techniques and positive self-talk strategies 
helpful in gaining control over an anticipated panic attack:
“[CAMHS professional] basically has said sort o f like take deep 
breaths when you think it’s going to happen and like tell yourself that 
you’re going to be fine and I  did that and it hasn’t happened since 
which is really good. ”
Emma described taking control over her own intervention for reducing OCD 
behaviours:
“I  think that I  just need to set myself a target every week to try and 
stop things and then hopefully it will stop. ”
Through increasing her own understanding of her emotional state, Charlotte 
was able to take control and do things to improve her mood:
“I  used to write the diary and from like looking back at it, it’s helped 
me realise, how to realise if  I  feel low and what to do if  I  do feel low 
because before I  used to sit and build it up and never used to speak to 
anyone and now I  speak to someone i f  I  feel low and let it all out sort 
o f thing.”
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Laura spoke about how she had become more accepting of her depression:
"/ definitely embrace it and try, and even i f  I  don't live my life to the 
full, I  at least try and live a little bit so I  still go out occasionally, 
whereas it used to completely take over my life. ”
5.4. Pushing themselves
Participants talked , about needing to challenge themselves to overcome their 
withdrawal by beginning to get out of the house and take steps towards 
achieving their own goals, such as going into town with friends or returning to 
college. Some participants advocated for taking a gradual approach to change 
to reduce the risk of increasing the distress caused by anxiety or depression:
“D on’t push yourself into things too quickly either because that just 
backfires. Just try, and like step by step. ” (James)
“Don't push yourself too far, that it's gonna affect you in a, probably 
more worse way than you started off. ” (Emma)
James described how he felt that withdrawal perpetuates feelings of low mood 
and anxiety in a cyclical manner:
“You've got to sort o f ignore [emotional difficulties] because you just, 
if  you just like let that take over you then you 're just gonna end o f 
dropping out [college] and just stay in again then it's just gonna be a 
vicious circle. You've got to sort o f like, break that circle, that cycle 
thing and then just, and eventually, when you're out and you sort of, 
you should sort o f get over the anxiety thing. "
Other participants spoke about recognising the need to continuously confront 
their anxiety or low mood head on in order to reduce the distress it causes:
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“Push yourself everyday. Do something that frightens you everyday. ” 
(Helen)
“On those days [feeling low in mood] go out because when I  feel down 
I  just feel like sitting in my room and doing nothing. ” (Charlotte)
Charlotte found that through challenging her beliefs about how other people 
perceived her, she was able to start going out again:
“What I  done with [CAMHS professional] who I  saw, helped me 
realise that everyone doesn ’t look down at me and so I  ended up going 
out. ”
Through challenging himself to start to go out more often, Ben began to see a 
new side of his personality, which gave him a sense of independence and 
freedom:
“I  feel like going out into town with my friends, I  just feel like thafs  a 
completely different side o f me and it's basically like a different life. ”
Participants spoke about going out as an ongoing challenge, one which they 
faced in light of continued emotional difficulties:
“Even like though I  find, like let's say going into [town name], it's 
difficult, I  can still do it. ” (Helen)
Phase 6: Re-engaging with social world
Re-engaging with the social world could be conceptualised as a final phase in 
an ongoing process that these participants had experienced. Rather than an 
end-point or complete resolution, this phase suggested that participants had 
found ways of overcoming the distress caused by anxiety or depression. 
During this phase, participants expressed being more able to interact with the
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world around them and they were able to expand their social lives to engage in 
personally meaningful goals. They were also able to express their hopes and 
goals for their own future. Some participants acknowledged that their life was 
improving and they were gaining more enjoyment from life. Helen and Ben 
likened the process to a journey:
“I t’s ok now, a lot better than it was but I  think I  still have quite a long 
way to go. ” (Helen)
“I t’s gonna be hard and it’s gonna take time but I ’m gonna get there. ” 
(Ben)
It is noteworthy that fewer participants had reached this phase and this is likely 
to reflect the diversity of experiences within the sample, with some 
participants experiences at the time of interview better accounted for during 
earlier phases in the process.
6.1. Increasing supportive relationships
In contrast to earlier the phases, which were characterised by withdrawal, 
avoidance and distance from others, participants spoke about finding 
supportive relationships. Charlotte talked about feeling supported by her 
mother and her boyfriend:
“It helps a lot because when I ’m in a low mood they know, my mum 
sort o f knows now to speak to me quietly and I  speak to her about it 
and I  feel much happier in myself. ”
Ben spoke about a new friendship he had developed since the onset of his 
anxiety:
“I  can trust him with like everything and I  know that he would always 
help me i f  I  got into trouble or anything like that which is why I  feel 
confident with him. ”
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Laura talked about how she had developed empathy and was able to support 
peers when they were feeling low:
“I  think it [depression] helped me to be more understanding o f people 
who are feeling low or something.... I ’m quite good at talking to 
people when they’re in a low mood. ”
6.2. Developing Confidence
Several participants expressed how they felt they had developed confidence in 
themselves and this enabled them to be able to try new things, such as meeting 
or talking to new people, going into town with friends or trying new activities:
“I  feel like i f  I  really wanted to do something, I  probably would, 
whereas then if  I  really wanted to do something, I ’d sort o f think about 
it and think ‘Oh I  can’t do that’. ” (Charlotte)
Ben spoke about finding the confidence to meet up with a girl he had met over 
the internet:
“I ’m not feeling anxious about meeting her which is quite unusual 
because usually I ’d be like so scared but I  feel, I  feel fine about it. ”
6.3. Believing in ability to cope
Some participants talked about developing a greater belief in their own ability 
to cope with the impact of the distress caused by anxiety and depression. 
Helen spoke about feeling empowered by her ability to cope with her panic 
attacks and anxiety. It is interesting to note that she makes use of social 
comparison to judge her own abilities in this respect:
“I ’m actually pretty strong and I ’ve dealt with something that quite a 
lot o f people my age might not have been able to deal with and I ’ve 
dealt with it. ”
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Sarah spoke about discovering her ability to cope when faced with challenging 
situations:
“/  think I ’ve learnt that I  can depend on myself more than I  thought 
because I  thought 7  can’t really do anything, it will all be terrible’ but 
it really wasn’t it was generally ok. ”
Laura was in two minds about what it means for her to cope with depression:
“I t’s hard to tell because like when it’s something like this 
[depression], it can make you feel quite strong but at the same time you 
look at it and you’re thinking, I ’m kind o f trapped in my own mind so 
am I  actually strong or am I  just keeping myself trapped because I ’m 
weak?”
6.4. Optimism fo r  the future
All participants were able to express their hopes, plans or aspirations for their 
future. For some participants, their focus was on the immediate future, such as 
continuing education or sitting forthcoming exams (Emma, James, Ben, Sarah 
and Laura). Some participants talked about wanting to study A Levels and 
then go to university when they reached age 18. Other participants spoke 
about their hopes for future employment in their preferred area of work:
“Hopefully I ’m going to be doing a two-year apprenticeship at a 
nursery ... /  did work experience at a nursery and I  loved it. ” (Helen)
“Have my receptionist job like I  said. Be working like full-time and 
bringing in a good wage. ” (Charlotte)
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Ben talked about his future business aspirations, which could incorporate his 
sporting interests and personal strengths:
“Just teaching little kids like the basics o f [favourite sport] and all that, 
which I  would love to do because I ’m generally quite good with kids 
anyway. ”
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The Relationship between Emerging Phases
The relationship between emerging phases was considered (see Figure 1).
Distancing self from 
social world
Escalating Distress
Feeling cut off from 
social world
Letting others in
Re-engaging with 
social world
Battling emotions
Figure 1. Conceptual Analysis of Young People’s Experiences of Anxiety 
and Depression
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Escalating distress represents a starting point in the experience of anxiety and 
depression and marks the point at which the participants became aware of their 
increasing distress. This phase was characterised by catastrophic fears, 
growing confusion and passivity in the face of feeling controlled by their 
emotional experiences and not being understood by other people. As a result 
of their escalating distress, participants began to feel like they did not fit in 
with the world around them and started to distance themselves from others. In 
response to this, they subsequently withdrew from or avoided forms of social 
contact. They described how their social circles diminished and this led to 
feelings of hopelessness about their ongoing distress and their inability to 
interact with the world that they could only observe. The participants 
struggled to see a way out of their distress at this point. Feeling cut off from 
the social world shares a reciprocal relationship with distancing self from the 
social world because increasing feelings of hopelessness led them to distance 
themselves further from their peers. Also, feeling cut off from the social 
world led to increasing distress, and the first three phases can be understood as 
a perpetuating cycle.
As the participants’ distress, withdrawal and isolation grew, other people 
around them, notably their mother, started to notice. Gradually, the 
participants started to open up and let other people into their internal world. 
This led to the realisation that they needed to take responsibility for battling 
their emotions and they began to take steps towards controlling their emotions 
and pushing themselves towards achieving their own goals, which primarily 
involved increasing social interactions. The participants were also able to find 
ways of re-engaging with the social world through developing supportive 
relationships, becoming more confident and holding positive beliefs about 
their ability to cope with anxiety and depression. As opposed to an end-point 
in the emerging process, battling emotions and re-engaging with the social 
world share a reciprocal relationship highlighting that the participants continue 
to face ongoing challenges with anxiety and depression.
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Discussion
The present study aimed to conceptualise young peoples’ experiences of 
anxiety and depression, and consider how these experiences may relate to the 
‘recovery’ concept which has emerged within adult mental health. The current 
research explored the thoughts, feelings, views and perceptions of seven 
young people experiencing anxiety and depression. A six-phase model was 
derived which provided an interpretative framework for understanding how 
young people experience anxiety and depression. This model will now be 
discussed in light of psychological theory and concepts underpinning 
‘recovery’ as it is currently understood in the adult mental health literature. 
Particular attention will be paid to points of convergence with this literature, 
together with highlighting areas of divergence and exploration of possible 
relationships with other psychological theory and concepts.
The emerging six-phase model has considerable overlap with both ‘recovery’ 
themes and process models of ‘recovery’. For these young people, the process 
of change started from a position of confusion and fear and then moved into a 
period characterised by despair and hopelessness. It was through a process of 
sharing their distress with others that the young people were able to start to 
take responsibility for their own wellbeing and move towards having hope for 
a life in which they had gained a degree of control over their psychological 
and emotional wellbeing. Through this process, they emerged being able to 
interact within the world around them with greater confidence and self-belief.
Points of convergence with the Recovery’ literature
The current six-phase model was considered in relation to the five-stage model 
of ‘recovery’ developed by Andresen et al. (2003). The initial three phases of 
the present study (Escalating distress. Distancing self from social world, 
Feeling cut off from social world) showed considerable overlap with the 
Moratorium stage, particularly around feelings of confusion (e.g. not knowing 
what was happening), identity confusion (e.g. loss of self), hopelessness and
220
Major Research Project
withdrawal. In the current study, loss of sense of self was linked with not 
knowing what was happening, being frightened of catastrophic consequences 
and feeling helpless in the face of being controlled by emotions. Unlike the 
adult literature, these young people found that accessing mental health services 
provided some relief and they developed a greater understanding about what 
was happening to them and their experiences were normalised.
Although in the present study the precise function of withdrawal was less 
explicit, it was hypothesised that withdrawal and avoidance, particularly from 
hobbies and the school environment, served a self-protective function. For 
example, by avoiding feared situations, such as going into town or playing 
sports, some of the young people protected themselves from the risk of having 
a panic attack whilst out in public, therefore, eliminating the possibility of 
having to cope with a situation they did not know how to manage. The 
Moratorium stage was also characterised by denial. In the current study, the 
way in which the young people were able to talk about their initial experiences 
of anxiety and depression suggested that, rather than denying their distress, 
these young people were struggling to make sense of what was going for them 
in a social world that they believed would not understand how they were 
feeling. Their perceptions around lack of understanding from others 
contributed to their increasing feelings of hopelessness and left them feeling 
isolated.
There appears to be a degree of similarity between the Awareness stage 
outlined by Andresen et al. (2003), and the fourth phase of the present study, 
entitled ‘Letting others in’. Andresen et ah hypothesised that the Awareness 
stage is characterised by the emergence of hope for a better life and that 
clinicians, and other significant people, play an important role in this stage. In 
the present study, it is possible that as the young people came into contact with 
the healthcare system and received an explanation for their experiences, this 
also served to open up possibilities for other people to help them with their 
distress. Although the expression of hope for a better life, or the possibility of 
recovery, is not explicit in their accounts, external events occurring in this
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phase to which they refer (i.e. conversations with parents, doctors and 
specialist healthcare professionals) may have formed the beginning of hope as 
opposed the feelings of despair they had been experiencing.
The fifth phase, entitled ‘Battling emotions’ appears to resonate with the third 
and fourth stages. Preparation and Rebuilding outlined by Andresen et al. 
(2003). Like Preparation and Rebuilding, ‘Battling emotions’ highlighted the 
start of an active and dynamic process of ‘recovery’ for the young people 
themselves, as opposed to the third phase, which was placed greater emphasis 
on the role of other people. It involved the young people taking responsibility 
for their own psychological and emotional wellbeing, learning strategies and 
useful ways to gain control over their anxiety and depression. They also 
valued being able to set their own goals and challenging themselves to achieve 
these goals. Like the Rebuilding stage, this phase also suggested the 
emergence of a positive identity, including a positive sense of self.
Andresen et al. (2003) proposed that the final stage. Growth, could be 
considered an outcome of the ‘recovery’ process. In the current study, the 
sixth phase, ‘Re-engaging with social world’ was not understood as an end­
point, rather another step towards being more able to control the impact of 
anxiety and depression on their everyday lives. The young people experienced 
improved self-confidence and a heightened sense of ability to cope with 
unpleasant aspects of anxiety and depression, as well as thinking about their 
own future with hope and aspiration. Whether or not this could be understood 
as psychological growth beyond what they had previously experienced was 
unclear from the data. It is difficult to separate this phase out from normal 
adolescent development during which one would anticipate a certain level of 
psychological development and maturity. It is also noteworthy that this phase 
was emerging and further data collection would serve to elaborate processes 
involved. However, the ongoing experience of symptoms of anxiety and 
depression is consistent with the Growth stage.
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In light of this, the conceptualisation of recovery for this group of young 
people appeared to resonate with the ‘recovery’ concept in the adult mental 
health literature. Despite their continued experience of mental health 
symptoms, the young people demonstrated shifting beliefs about their ability 
to cope with the challenges that anxiety and depression had presented. They 
were also able to make behavioural changes which enabled them to feel more 
connected to their social world and hopeful about their own future. This 
understanding of recovery is consistent with existing conceptualisations that 
have moved away from understanding recovery as a cure or absence of 
‘symptoms’ (Davidson & Roe, 2007). The present study also provided 
empirical evidence in support of CSDP (2007) and Shepherd et al. (2008) who 
argued that the ‘recovery’ concept is pertinent to people with mental health 
problems throughout the lifespan.
Noiseux and Ricard (2008) derived a seven-category theory of ‘recovery’ from 
schizophrenia. As with the present study, the process of ‘recovery’ involves 
individuals moving from a position characterised by depths of despair, or a 
'Descent into helV, which triggers a survival mechanism that enables them to 
fight back to relieve their suffering. The final category, 'Seeing light at the 
end o f the tunnel’ refers to having hope for a better future. Like the present 
study, this final category is not understood to represent an end-point in the 
process, rather a point on a gradual, ongoing journey of ‘recovery’.
Drawing upon the early conceptual model of ‘recovery’ by Jacobson and 
Greenley (2001a), the current findings highlight the importance of both 
internal, psychological factors, that is the thoughts, beliefs and assumptions 
that the young people held about themselves, as well as external, social 
factors, or the ‘social worlds’ that the young people interacted within. The 
young peoples’ social worlds were largely focused on their family, friends and 
classroom environment (i.e. microsystem) but expanded into the school and 
healthcare system (i.e. exosystem) (Bronfenbrenner, 1979). However, aspects 
of their society and culture (i.e. macrosystem) are likely to have informed their 
negative beliefs, assumptions and fears about mental health problems, such as
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through stigma, discrimination and social exclusion experienced by people 
with mental health problems. It is likely that the young people experienced 
self-stigma, including feelings of shame and attributed negative stereotypes to 
themselves, as evidenced by thoughts about ‘going mad’.
Through entering the mental health system, the young people received 
information and an understanding about their experiences which served to 
challenge some of their earlier negative preconceptions about the nature of 
mental health problems, and provided a useful explanation leading to a sense 
of relief. Notably, the school environment was believed to be unhelpful 
during the early phases of the process, when distress dominated their 
experience the school environment was a place to be avoided.
In terms of the interaction between internal and external factors, the young 
people highlighted their use of making comparisons, both between themselves 
and others, and their current self with former self, as a means of gauging their 
level of psychological, emotional and social functioning. Their ability to 
provide personal accounts of their own experiences during the interview 
process highlighted that they were differentiating between aspects of their 
current self and former self at a number of different stages of their life. 
Noiseux and Ricard (2008) also highlighted how individuals began to ‘manage 
the imbalance of internal and external forces’ (p. 1157) as part of the 
‘recovery’ process. They suggested that this is contingent upon the re- 
emergence of a sense of self that is able to deal with the competing tensions 
between these two worlds.
Points of divergence from the ‘recovery’ literature
The following discussion highlights key issues of divergence from the existing 
‘recovery’ literature. Particular attention is paid to the developmental process 
of adolescence and the challenges inherent at this life stage.
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A developing sense o f self
Sense of self was a concept that emerged as central in the present study. 
However, this requires further consideration when taking account of the 
process of normal development for the adolescent participants in this study. 
Although identity formation is a lifelong process, adolescence is a crucial time 
when transformation in sense of self occurs (Kroger, 2004). Drawing from a 
psychosocial perspective, Newman and Newman (2006) highlighted the key 
dilemma faced during early adolescence (i.e. 12-18 years) to be group identity 
versus alienation. The primary task being to find a peer group in order to 
fulfil their need to belong and the development of group identity is considered 
crucial for health and wellbeing. They suggested that if this need is not met, 
the adolescent risks feeling alienated and longer-term consequences include 
difficulties developing social support networks. Yet, at the same time, 
adolescents also need to develop an autonomous and genuine sense of self.
In the present study, the young people expressed struggles to fit in with their 
peers. The second and third phases of the model are characterised initially by 
the young people needing to distance themselves from their peers because of 
escalating distress. Subsequently, they became aware of lost friendships and 
began to feel hopeless because of their lack of proximity to their peers. 
Clearly, at this point in the process, the young people could be considered to 
be facing alienation and an unmet need around sense of belonging. Indeed, 
alienation, or social isolation, was experienced intensely by young people as 
evidenced by their increased distress and depths of despair. It is possible that 
the turning point in the process, the fight for survival, could have been driven 
by the desire to fulfil this unmet developmental, psychosocial need. The 
ability to be able to ‘fit in’ with their peers was certainly implied when the 
young people talked about their aspirations for a ‘normal life’. Therefore, for 
the young people in the present study, there was a sense that their 
developmental process remained intact, despite the challenges they faced with 
anxiety and depression.
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Striving for independence
Alongside the development of a group identity, another key task of 
adolescence is building a sense of autonomy and independence away from the 
family of origin through developing relationships (McGoldrick & Carter, 
2003). In the present study, initially the young people struggled to 
communicate their feelings to family members. It is possible that this was a 
result of their attempt to manage with their distress independently. During 
later phases of the model, the young people were able to relinquish their 
autonomy, albeit briefly, and allow their mother into their internal world. 
Interestingly, Brooks and Dalios (2009) also found that the young women in 
their sample hid their distress from others for long periods until a point where 
their distress worsened and other people noticed, or they were unable to hide it 
anymore. They suggested that this may be related to parents being unavailable 
to meet their child’s emotional needs. It is noteworthy that the young peoples’ 
mother played an important role in engaging resources available within the 
wider system, notably the healthcare system. This is perhaps understandable 
given the chronological age and developmental stage of the young people 
participating in the study and the age of onset of their anxiety and depression. 
In the present study, it was interesting to note the way the young people spoke 
about a collaborative enterprise that resulted in joining forces with their 
mother to get additional support for their problems. This could represent a 
lapse in their developmental trajectory of striving for independence where they 
momentarily allowed themselves to share the burden of their emotional 
distress. However, it is noteworthy that in the fifth stage, ‘Battling emotions’, 
the young people appeared to assume total responsibility for making changes 
but subsequently recognised the value of developing and maintaining 
supportive relationships.
Coping
In the present study, the concept of ‘coping’ emerged within the sixth phase, 
specifically how young people developed a belief in their ability to cope with 
anxiety and depression. Frydenberg (1997) described coping as the ‘responses 
(thoughts, feelings and actions) that an individual uses to deal with
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problematic situations that are encountered in everyday life’ (p.25). Meadus 
(2007) highlighted that coping behaviours, such as positive thinking and 
gaining social support, can facilitate recovery, whereas, other behaviours, such 
as avoidance and ruminative thinking, can impede recovery. Unfortunately, 
she did not clarify the conceptualisation of recovery she was referring to, 
although she made no reference to the ‘recovery’ concept, therefore, it seems 
likely that she was referring to recovery as alleviation of symptoms or a return 
to a state of health.
Also using a grounded theory approach, Meadus (2007) explored the process 
of how adolescents cope with a mood disorder. She derived a four-phase 
theory of coping understood under a core category of an ‘An unplanned 
journey: Coping through connections’. The four phases were: Feeling 
different; Cutting o ff connections; Facing the challenge/reconnecting; and 
Learning from  the experience. There was a high degree of overlap between 
the processes in the Meadus (2007) study and the present study despite both 
studies attempting to explore two different concepts. Interestingly, the final 
phase in Meadus’ (2007) theory was characterised by a sense of hope for the 
future and an improvement in positive attitude, alongside the continuation of 
symptoms of mood disorder but at reduced severity. The final phase, 
Learning from  the experience, also suggested that psychological growth had 
occurred as a result of the process, similar to Andresen et al. (2003). Like the 
present study, Meadus’ (2007) theory of adolescent coping also provided 
support for the concept of ‘recovery’ as a meaningful understanding for young 
people with emotional disorders. On the other hand, it may also suggest that 
the concept of ‘recovery’ for this population is redundant as there may already 
be conceptual frameworks through which young peoples’ experiences can be 
adequately understood.
Implications for policy, service provision and clinical practice
The findings of this study support current Government policy which is 
concerned with promoting mental health and wellbeing across the lifespan
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(DOH, 2009; DOH/DSCF, 2009, 2010). In relation to young people, this 
includes a focus on increasing knowledge about how to foster mental health 
and wellbeing, as well as early intervention and evidence-based treatments for 
mental health problems. The present research highlighted that young people 
withheld disclosure of their distress for long periods before sharing their 
emotional difficulties with others and this culminated in escalation o f distress, 
withdrawal and feelings of hopelessness. This finding would support targeted, 
community-based psychosocial interventions, specifically focused on 
providing psychoeducation around mental health and strategies for how to 
maintain emotional wellbeing. School-based programmes or interventions 
hold promise of reaching out to a larger audience of young people, allow 
mental health to be an issue worthy of in-depth discussion and normalise the 
variability of experiences for young people and within wider society (e.g. 
Sholl et al., 2009). However, given that emotional distress can result in non- 
attendance at school, it is important that exposure to issues around mental 
health start early in life, such as during primary school, and programmes are 
repeated to ensure conversations around emotional wellbeing are an ongoing 
process. Clinical psychology has a clear role to play in the development of 
such interventions through offering consultation, advice or directly through 
group-based interventions within School settings. A proactive, preventative 
approach is required and should equally utilise other resources available 
within wider community settings, such as youth groups and clubs.
Alongside this, it is also important to raise awareness and educate young 
people about mental health problems experienced by people across the 
lifespan to engender empathie attitudes and reduce stigma, discrimination and 
social exclusion. Sholl et al. (2009) highlighted that adolescents’ hold less 
tolerant attitudes towards mental health in general, yet adolescence is 
associated with onset of mental health problems, and an increased risk of self- 
harm and suicide. As demonstrated by Sholl et al. (2009), school-based 
interventions employing psychosocial underpinnings about mental health 
problems and service-user involvement can lead to positive changes in 
adolescent attitudes towards mental health. Certainly, a positive shift in young
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peoples’ attitudes towards mental health could facilitate earlier detection of 
emerging emotional difficulties if there is reduced stigma around seeking help 
from appropriate agencies.
Broader policy has advocated for children and young people to adopt greater 
personal responsibility for their own health and self-management approaches 
have been recommended (DOH/DCSF, 2009). The current research also 
highlighted that young people perceived taking responsibility for their own 
health and wellbeing an integral part of their ‘recovery’ process providing 
them with an enhanced sense of agency and empowerment. Therefore, it 
appears imperative that mental health service providers and clinicians are 
adequately equipped to support young people to benefit from self-care and 
self-management strategies when entering this phase of their ‘recovery’. As 
yet under-researched within adolescent mental health, there are resources 
available specifically developed for children and adolescents adopting the 
Wellness and Recovery Action Plan (WRAP) model (e.g. Copeland & Copans, 
2002). It is possible that early education about self-management approaches 
could lead to lifelong changes in perceived ability to cope with emotional 
distress.
Evaluation of the research
Limitations o f the research
The most notable limitation was the limited opportunity for theoretical 
sampling. Several challenges were faced during the recruitment process. The 
study achieved an exceptionally low response rate (8.7%). However, 
recruitment rates in published qualitative studies sampling from a CAMHS 
population are notably absent (e.g. Brooks & Dalios, 2009; Gallichan & Curie, 
2008). In line with ethical guidance, invitation letters for young people under 
age 16 years were addressed to the parent. Feedback from parents indicated 
that they did not wish to share information about the study with their child. 
Some parents believed that participation in the study could jeopardise their 
child’s progress, with other parents believing it would be too stressful for their
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child to talk about their emotional distress. The feedback also suggested 
negative parental beliefs and attitudes about the positive benefits of talking 
about experiences of anxiety and depression. Unfortunately, it is not possible 
to speculate about the young peoples’ attitudes about talking about emotional 
distress because direct feedback was not received. However, discussion with 
the research advisors provided anecdotal evidence that participating in 
research would be potentially distressing for young people. Together with the 
findings in the current study, and Brooks and Hallos (2009), there is a sense 
that talking about emotional distress remains a significant challenge for young 
people.
Consequently, the current sample was limited. All participants included in the 
current analysis were aged 15 or 16 years old, and there was a lack of ethnic 
diversity within the sample. Some gender diversity was achieved with two 
male participants sharing their experiences. By nature of the sampling frame, 
it was likely that there was a bias of respondents who had at least found some 
aspects of their CAMHS experience to be beneficial, therefore, limiting other 
potential perspectives to be captured.
Although a broad range of participants were invited to participate, it was 
noteworthy that young people in acute phases of distress or those who had 
previously attempted suicide, were absent from the sample. As the 
recruitment strategy was required to adopt prescriptive NHS ethical guidance 
there was limited scope to identify specific characteristics within the sample 
that would have facilitated theoretical sampling to elaborate upon emerging 
concepts. Therefore, theoretical sampling was not possible in terms of 
sampling specific sub-groups of participants to expand the emerging theory. 
Future research could benefit from employing a broader recruitment strategy, 
such as sampling outside of a healthcare setting to broaden the range of 
perspectives. Recruitment via young people’s self-help groups, advocacy 
projects and mental health charities could yield fresh perspectives.
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Transferability
The concept of transferability in constructivist studies has been seen to be 
analogous to external validity in positivist research (Denzin & Lincoln, 2000, 
p.21). In the present study, it is important to consider the transferability of the 
findings given the sampling frame and the limitations around theoretical 
sampling. The extent to which the findings may be transferable to other cross- 
sections of the population, for example, younger age groups, young people 
from socially and economically deprived areas, those of non-White British 
ethnicity, or those who have not accessed CAMHS, is unknown. Or, indeed, 
to young people who are looked after within the social care system. On the 
other hand, in many ways the data from this sample resonates with ‘recovery’ 
process models derived by different methods from different groups of people 
with mental health problems, such as adults with a diagnosis of schizophrenia.
Further evaluation of the research was explored using Charmaz’s (2006) 
guidelines.
Credibility
Data analysis involved verbatim transcription, followed by two coding 
techniques, which allowed in-depth familiarity with the data to develop and 
careful consideration of the topic area. Due to sample limitations, it is only 
possible to state modest claims about the findings, however, the findings are 
grounded within the detailed data gathered from the participants. The constant 
comparison technique served to enhance familiarity with the data, through an 
iterative process of engaging with the data. The emerging phases, which were 
initially constructed as categories, covered a moderate range of empirical 
observations and this was evident from the data contained within the sub­
phases. It was anticipated that further data collection would have yielded 
additional data to elaborate or refine the later phases of the emerging model. 
The results section provided direct quotations from the data collected, which 
were selected to allow the reader to follow the logical links between the data 
and subsequent analysis and emerging argument. Furthermore, the use of
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quotations provides the reader opportunity to make an independent assessment 
of the data and linking of the arguments presented.
Originality
Upon reflection, the concepts that have emerged within the phases resonate 
with the ‘clinical features’ that young people experiencing anxiety and 
depression would present to services with (e.g. withdrawal, avoidance, guilt, 
catastrophic cognitions) (Carr, 2006). Yet, using the interpretive framework 
of grounded theory has allowed fresh insights into how young people 
themselves understand the interplay between these processes at different 
points in time within this albeit limited sample. Through adopting a 
conceptual understanding of the data, it was possible to move beyond a list of 
clinical features to begin to understand more fully the internal and social world 
of the young people interviewed. Despite modest claims, the emerging model 
does have significance both theoretically and socially because it provides 
empirical support for the relevance of the ‘recovery’ concept and recovery- 
oriented practice in child and adolescent mental health.
Resonance
Unfortunately, the participants did not offer feedback to indicate whether they 
had found the findings a useful way of understanding their experiences. The 
results hopefully provided acknowledgement of the full range of experiences 
expressed by the young people, and captured the shift in their emotional 
experience from depths of despair through to the emergence of positive and 
hopeful attitudes.
Usefulness
The present study contributes towards increasing the knowledge base in an 
area that is currently limited due to lack of empirical study. The findings 
revealed broader generic processes around making social comparisons and 
comparisons between perceptions of the self at different points in time, as well 
as implicit assumptions about the concept of ‘normality’, which had negative
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implications for experiences considered outside of the norm. The research 
also highlighted possible generic ‘recovery’ processes across the lifespan.
Conclusion
The present study employed a constructivist grounded theory approach to 
conceptualise how young people experience anxiety and depression, and 
considered how this conceptualisation may relate to the concept of ‘recovery’ 
emerging within adult mental health. An emerging six-phase model was 
derived from analysis of data from seven young people. The findings 
suggested considerable overlap between process models of ‘recovery’ 
emerging within adult mental health. However, several points of divergence 
were also identified, notably the developmental process that adolescents going 
through. Further research is required in order to elaborate the emerging 
model.
Areas for further research
Two recommendations for elaborating the emerging model are highlighted. 
Future studies could seek to recruit a wider range of potential participants, for 
example, by recruiting from within an area of greater ethnic diversity and 
young people from a wider range of socio-economic backgrounds. 
Recruitment from an urban city setting could help to broaden the 
demographics of the sample.
Further studies could adopt a more top-down approach and recruit participants 
who identify themselves as being ‘in recovery’ in order to explore what this 
term means to them. As well as highlighting how young people understand 
the term recovery, the data collected from these young people could elaborate 
processes involved in the final phases of the emerging model. A future 
research question could be ‘How do young people who consider themselves 
‘in recovery’ conceptualise their experiences of anxiety and depression?’
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Illustration of Ecological Systems model (adapted from Bronfenbrenner, 1979)
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in opening paragraph (marked on text)
•  Emphasise why someone might want to take part
•  Part 1 -w h y  are you doing study and what someone woi
•  Process o f what to do if  you don’t understand 
$ Venue for interviews -  What is Connexions?
•  Do we have to write out University and NHS Trust, etc?
Advice to aid recruitment strategy
• Clarity aims o f research -  make t
* Incentive -  what is the point o f tt
version,
issues
o Option oftaking part on the day
“Because they feel down” -  put into past tense as coul 
Trainee Clinical Psychologist -W hat does this mean?
Consent issues
Comments on
Comments on interviews
ing interview -  expressing
in a way they prefer and less formal setting
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Suggestions and Comments: Information sheets
(Continued)
Results section
•  How relevant is what will happen to results to the YP?
•  How access to copy o f results which are age-appropriate?
Complaints section
e Do we have to provide this information at this stage? 
e Could we explain this when we meet with the YP?
• Minimise fear o f complications
Suggestions to help access information sheets
e Powerpoint style -  would make it more accessible 
e Bookmarking sections after reading
•  Leaflet style rather than sheets o f A4
• Provide “chunks” o f information
•  Focus more on presentation
•  Increase font (more pages but easier to read)
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Interviews: Potentially Sensitive Topics 
Suggestions and Comments
General
• Bringing someone to interview might help
• Crayons and papers for younger children to use during interview -  expressing 
feelings in a way they prefer and less formal setting
• Commented that you might not know what might come up or what “might set you 
off”
• Assume as little as possible
• Check in with people to see how they are on the day
• Establish that if you don’t want to answer something then you don’t have to
• Let YP know if you are going to break confidentiality
• Make discussions flexible-can tailor to the individual
• Ask in advance what prepared to answer questions about (e.g. list of topics with tick 
list)
• Ensure questions are not too open so that theYP doesn’t know what to say -  more 
direct questions or prompts
• Questions about the future -  good to end on a more positive note
• Identify the person’s own resources
• Let people know that they can say if they want to stop talking or change subjects
• Reassurances
o Stop card for younger children
• Younger children -  choice of whether to be interviewed on own or with parent, or a 
part with and part without
Difficult topics
• Traumatic events
• Family relationships
• Self-harm
• Triggers for anxiety (e.g. trauma, memories, associations)
• Death
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Research Ethics Committee
Telephone:
Facsimile:
17 September 2009
Consultant Clinical Psychologist
NHS Foundation Trust
Dear
Study Title: Development and initial validation of a measure of
experiences of Recovery for use in Specialist Mental 
Health Services for young people.
REC reference num ber: 0B/H1111/2B
Protocol number:
Thank you for your letter of 10* August 2009, responding to the Committee's request tor 
further information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirma Wourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see "Conditions of the favourable opinion'' below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research ("R&D approval”) should 
be obtained from the relevant care organisation(s) in accordance with NHS research
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governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at 
Where the onÿ #oW nenf of the NHS ^ gan^atmn is as à Pad^antMeoüRcatm 
Cen&é, man^emenf permission for reseerci? isnotmguW Out the R&OofRce shouicfOe 
notiWbf the aiuoy. Guidance shouid be sought horn the R&D (#ce where necessary.
Sponsors ere not requW fo n(%  the Cornm#tee of epproVais horn host organisations.
It is the responsibility of the sponsor to ensure that all the wnditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Vernon D #
CV for Nicob Stone
CV for Rebecca Pons
CV for Claire Aithem
Invitation Letter 2 10 August 2009
Inbrniatkm W et for YP (same for under end over 16 except 
forma" refers to Assent Form and latter refers to Consent Form - 
version for under 16s Included)
2 27 July 2009
Info sheetfw paretns/rarers -aboutthe young person 2 27 July 2009
Info sheet for parents/carers about participating in the study 2 27 July 2009
Consent form h)r young person aged16+ - interview study 2 27 July 2009
Parent consent - (or yrmg persons participation ^  Interview study 2 27July2009
Assent form for interview study 2 27 July 2009
Professional's Invitation Letter 2 10August2009
Professional Information sheet 2 10 August 2009
Consent form for professionals 2 10 August 2009
Parent Information Sheet about paitdpalmg in the study 2 27 July 2009
Parental consent - own parüdpation 2 27 July 2009
Questionnais study invitation letter over 16 2 10 August 2(K)9
Questionnaire study invitation letter under 16 2 10 August 2009
Questionnaire study YP information sheet 2: 10 August 2009
Questionnaire Study YP consent form 2 10 August 2009
Questionnaire Study YP assent form 2 10 August 2009
Questionnaire study paenta) consent form 2 10August2009
Response to Request for Further Information
CVfor Supervisor Dr Warren
Protocol
Investigator CV
REC application
validated questionnaire
Interview Schedule/topic guide
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Statement of compliance
The Committee is constituted In accordance with the Governance Arrangements tor 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available pn the website.
The attached document "ABer efh W  review -  gu/dance for researchers" gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
* Notitying substantial amendments
* Adding new sites and investigators
* Progress and safety reports
* Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in die light of 
changes in reporting requirements of procedures.
W e would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email
109/HI ltt/29 Please quote this number on all correspondence |
Yours sincerely
Dr
C hair
Email:
Enc/osù/és: "After ethical review -  guidance for researchers"
Copy to; Dr Fiona Warren (Supervisor)
(UK sponsor contact)
(R&D office contact for NHS care organisation at
lead site)
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UNIVERSITY OF
Dr Adrian Coyle
Chain c 2 t t e l ArtS and  HUman SdenCeS EthiCS Human Sciences
U nlveR ltyof Surrey Wdford.Suneyquz7XHUK
T:+44 (0)1483 689445 
f : +44 (0)1483 689550
www.surrey.ac.uk
Nicola Stone
PsychD Clinical T rainees 
Department of Psychology 
University of Surrey
9th O ctober 2009 
Dear Nicola
Reference: 367-PSY-09
Title of Project: Young people's experience of depression and anxiety
Thank you for your subm ission of the above proposal.
The Faculty of Arts and  Human Sciences Ethics Committee h as  given favourable ethical 
opinion.
If there are any significant changes to this proposal you may n eed  to  consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Df Adrian Coyle
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UNIVERSITY OF
NHS Trust
Child & Family Mental Health Service
4ih D ecem b er 2009:
D e a r
Title of project: Young peoples’ experience of depression and anxiety
Study number: Û9/H1111/29
I w ould like to invite your fam ily  to ta k e  part in so m e  research  a  sm all te a m  o f us a re  
conducting with Child and A d o lescen t M ental H ea lth  S ervice (C A M H S )
and th e  U niversity  o f S urrey. T h e  research  a im s to  describe the w ays  young peo p le ’s 
m ental health  difficulties a re  thought ab o u t by th e  young person them selves , by the ir  
p arents  and carers and by C A M H S  staff. W e  hope th a t this will b e  useful both to 
young peop le  and th e ir fam ilies w h o  rece ive  trea tm en t in th e  N H S .
I a m  writing to you b e c a u s e  you h ave  a ttended  C A M H S  recently  and I
w ould like to invite you all to  ta k e  part in this study. P a re n ts  or m ain carers  fo r a  
young person and th e  young person th em selves  m ay  ta k e  part in th e  study. It is not 
necessary for everybody in your family to take part if they do not wish to,
For both young people  and parents /carers , taking part in th e  study w ould involve one  
fac e -to -fa c e  in terv iew  w ith  a  researcher. I have  enclosed fu rther details  about th e  
study and w h at participating would involve fo r p aren ts /carers  and young people.
If a fte r reading this inform ation an y  o f you d ec id e  you w ould like to take  part, p lease  
fill in and sign th e  consent form s and send b a c k  to us in the enclosed addressed  
e n ve lo p e  with the. a ttached  availability slip. W e  will th en  contact you to  a rran g e a  
conven ien t tim e to m eet fo r  th e  interview (s).
T h a n k  you fo r taking the tim e to read this inform ation.
Yours Sincerely;
C onsultant C linical Psychologist
If you would like help to read this letter and the accompanying information or 
have any questions, please contact us
Nikki Stone (n.stone@surrey.ac.uk)
Tel: 01483 689441
Department of Psychology, University of Surrey, Guildford, G U 2 7XH
invitation letter for young people. Version 2 ,10th August 2009
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UNIVERSITY OF
S U R R E Y  rnsbmrnoiM "
AVAILABILITY SUP
Title of project: Young peoples’ experience of depression and anxiety
Study number: 09/H1111/29
Yes No
I am / We are interested in participating in the study. [ ]  [ ]
(P le a s e  delete  as applicable)
If no, could you let us know  w hy,  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
if you have answ ered  yes  above, p lease indicate how  w e  should contact you to  
arrange an interview  time:
Child's Name:
P aren t/C arer’s N am e
Please tick to indicate preferred contact method
T elep h o n e num ber:   D
Em ail:    0
Post: (Give address if different from above)
W hich days o f th e  w e e k  and tim es are  best fo r us to contact you?
A m Pm
M onday □ □
T u esd ay □ □
W e d n e s d a y □ □
Thursday □ □
Friday □ □
O t h e r :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _
Return to:
Nicola Stone,
Department of Psychology, University of Surrey, Guildford, GU2 7XH
Invitation letter for young people. Version 2,10th August 2009
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UNIVERSITY OF
NHS Trust
Child & Family Mental Health Service
22nd January 2010
D e a r ,
Title of project: Young peoples' experience of depression and anxiety
Study number: 09/H1111/29
I hope that you received our invitation letter dated 4^ December 2009 inviting you to
ta k e  part in the ab o ve  study. I apo logise if you h ave  a lread y  responded. H ow ever, if 
you are still considering taking part, I would really value your participation, which 
would take around an hour of your time.
P le a s e  com plete  th e  enclosed slip and return to us using the freepost e n ve lo p e  bv 7 th 
February indicating whether or not you would like to take part iri the study If you 
would prefer not to take part and wish to let us know why there is also space on the 
availability slip for this. This information will help us with our research.
If you have any questions about the study, please do not hesitate to contact Rebecca 
Pons (r.pons^surrev.ac.uk). or Nikki Stone fn.stone®surrev.ac.uk1 on 01483 
689441, dr myself on the above number.
Thank you once again for your time.
Y ours S incerely,
C onsultant C linical Psychologist
Follow-up invitation letter, Version 1,4l3 January 2010
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Appendix 8: Young People’s Information Booklet 
(Under 16 years and Over 16 years)
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Inform ation booklet adapted page for young people over 16 years
I f  you Would like to fake part, please sign the form called I
Ybw&Af f a #  far /%/^a/7"to let me know that you I
have understood what is involved in taking part.
Then fill in the form called "Availability Slip" to let me 
know your contact details and the best time contact you.
Put these forms in the stamped i
addressed envelope and post...
I  will be in contact to arrange a suitable time and place to l 
meet,
You are free to change your mind and stop taking part of I
my # #  without giving a reason. This wilI not affect the j
way th a t  people at will treat you because |
this study is separate from the meetings you have at |
Study KWlxr: 09/H11U/29
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UNIVERSITY O F
ASSENT FORM 
(FOR YOUNG PEOPLE UNDER 16)
T itie  o f p ro je c t :  Y o u n g  p e o p le s ’ e x p e r ie n c e  o f  d e p r e s s io n  a n d  a n x ie ty
S tu d y  n u m b e r :  09 /H 1111/29
N am e o f r e s e a r c h e r :  Nikki S to n e
R lea se  tick if you a g re e  with th e  foiiowing q uestio ns :
1. H ave you re a d  (or h ad  help  to read ) th e  inform ation booklet: abo u t th e  s tu dy ?
2. Do you u n d ers tan d  w hat th is  s tudy  is ab o u t?
3. Do you u n d ers tan d  tha t so m e  of th e  w o rds and  p h ra se s  th a t  you s a y  in your 
interview  m ay  be  u se d  in th e  w rite-up of the s tudy  but th a t th e se  will be  
anonymous,
4. Do y ou  u n d ers tan d  th a t th e  interview  will b e  aud io -tap ed?
5. Do you u n d ers ta n d  tha t p eo p le  from th e  University of S u rrey  or from  th e  NHS 
Trust may look at your medical notes or the data collected as part of your
tak ing part in th e  study . Do you give your perm ission  for this to h a p p e n ?
5. H ave you a sk e d  all th e  q u estio n s  you n e e d  to ?
6. H ave you h ad  all of your q u estio n s  a n sw e re d  in a w ay you u n d ers tan d ?
7. Do you u n d ers tan d  it is OK to  s to p  tak ing  part a t any  tim e?
8. Are you happy to take part?
If a n y  a n s w e r s  a re  ‘n o ’ o r  y o u  d o  n o t  w is h  to  ta k e  p a r t ,  d o  n o t  s ig n  y o u r
n a m e
Y our n am e  S ignatu re  D ate
N am e of re se a rc h e r  S ignatu re  D ate
Assent Form for young people under 16, Version 2 ,27to July 2009
P le a s e
tick
box
□□□
□
□
□□
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U N IV E R 5IT Ÿ Ô F
'ïL //  S U R R E Y  NHS Foundation Trust
CONSENT FORM FOR YOUNG PERSON  
(16 YEARS OR OVER)
Title  o f project: Y oung peoples’ experience o f depression and anxiety
Study num ber: 09 /H 1111/23
Nam e o f researcher: N ikki S tone
1. I confirm that I have read and understood the information sheet booklet for the 
above study. I have had the opportunity to think about the information, to ask 
questions and I have had these answered satisfactorily.
3. I understand that relevant sections of my medical notes and data collected 
during the study, may be looked at by individuals from the University of Surrey, 
from regulatory authorities or from the NHS Trust, where it is relevant to my 
taking part in this research. I give permission for these individuals to have 
access to my records.
4. I understand that the interview will be audio-taped.
I understand that quotes from my interview m ay be used in the write-up of the 
study but that these will be anonymous and I am happy for the researcher to 
do this.
6. I agree to take part in the above study.
Please
initial
box
□
2. I understand that my participation is voluntary and that I am free to withdraw at  ------ -
any time, without giving any reason, without my medical care or legal rights I  I 
being affected. L — J
□
□
□
□
Your name Signature Date
Name of researcher Signature Date
Young Person Consent Form (16 years and over), Version 2 ,27* July 2009
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i f  U N IV E R S IT Y  O F  # 3 5
B  SURREY ™
in fo rm a tio n  fo r  p a r e n ts /c a r e r s  a b o u t  th e  y o u n g  p e r s o n 's  
in v o lv e m e n t  in  th is  r e se a r c h
Title of project: Young peoples' experience of depression end anxiety
Study number: 09/H11Ï 1/29
My name is Nikki Stone and I would like to invite you and your child to take part 
in a research study, which is being carried out as part of my educational project, 
Before you decide whether you would like to take part and whether you would 
support your child to participate, it is important you understand why the research 
is being done and what It Would involve for you and your child, Please take time 
to read the following information carefully. You may Wish to talk to other people 
about faking part in the study and you may contact us with any questions you 
have about the study.
P le a s e  a s k  u s  If y o u  w o u ld  lik e  h e lp  to  read  th is  In form ation .
What is the purpose of the study?
There has been limited research carried out directly with young people and their 
parents/carers about young people's experiences of living with low mood and 
anxiety. The purpose o f the study is to explore this with young people aged 
between 10 and 16, their parents or carers and mental health professionals.
Why has my child been invited to take pari?
I am inviting young people, aged between 1 0 - 1 6  years old, Who have received 
input from Specialist Child and Adolescent Mental Health Services (CAMHS) for 
either depression and/or anxiety to take part in this study. The research is being 
carried  out w ith in  th e  a rea  and I hope to recru it up to 2 0  young
people. Your child has been identified by CAMHS to meet the inclusion criteria 
on the basis of information gathered during their initial assessm ent.
D o e s  m y  c h ild  h a v e  to  ta k e  p a rt?
The decision is completely Up to you. This information sheet describes the study. 
You can keep it and are free to ask me any questions about the study. If you are 
happy for your child to take part, I will ask you to sign a consent form to show  
that you have agreed for your child to take part. You, or your child, are free to 
withdraw at any time, without giving a reason. This would not affect the standard 
of ca re  yo u  rece ive .
W h a t  w ill  h a p p e n  to  m y  c h ild  i f  th e y  ta k e  p a rt?
Your child will be invited to attend one face-to-face individual interview at à  
convenient location, typically either the CAMHS base or an alternative location
Information Sheet for Parehts about the young person’s participation, Version 2  ^27* July 2005 1
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MHS Foundation Trust
such as a yôuth centre. The interview will be conducted by me: I am a Trainee 
Clinical Psychologist from the University of Surrey. The interview will last up to 
one hour. I will ask your child a range of questions about their experience of 
having emotional problems, the effect this has had on their life, and how things 
have changed for them ever time. All information which I collect about your child 
will be kept strictly confidential and any information about your child which leaves 
the  clinic will have yo u r child’s nam e and address rem oved  so that your child  
cannot be recognised.
No further involvement will be required at this point However, I Would also like to 
gather some feedback from your child regarding the findings of the study. This 
would mean that I may contact you again during data analysis phase and ask 
your child to read an age-appropriate summary of findings, This Will take a 
maximum of one hour and feedback can be provided over the telephone or 
email. Following the interview* you and your child will be given the opportunity to 
opt into this phase. You and your child will also be offered the opportunity to 
receive a summary of the key research findings at the end of the study period. 
Your child will continue to receive care as usual from CAMHS throughout the 
study period.
I know that talking about difficult times can be upsetting for people. If your child
becom es upset or distressed during the interview, th ey  w ill be  invited to take a  
b reak or ch an ge subjects . When young peop le  a re  really stressed , th e y  can  
som etim es say things that make us w orry about their safe ty  or th e  safe ty  o f o ther  
people. If this happened, I would need to speak to the project lead,
(Consultant Clinical Psychologist) who works in your CAMHS team.
T h e  in terv iew  will be au d io -taped  and later transcribed by m e, T h e  audio  d a ta  
will be kept securely  at th e  U niversity of Surrey and  destroyed a t th e  end of the 
study. All audio and written data will be provided with a study Identifying number 
In order to maintain confidentiality.
E x p e n s e s  a n d  p a y m e n t
Your child's participation In the study is voluntary. However, I Will reimburse your 
expenses for travel to and from the CAMHS clinic for interview.
W h a t a re  th e  p o s s ib le  d is a d v a n ta g e s  o r  r is k s  o f  ta k in g  p a rt?  
it is possible that your child m ay find it d istressing to ta lk  about some aspects of 
h is /her experience o f em otional problem s. I am  a T ra in e e  C lin ical Psychologist 
and have  had exp erience  o f w orking therapeutically  with young people receiving  
input from CAMHS. Furthermore, I will receive regular clinical supervision from a 
qualified clinical psychologist working within CAMHS (Consultant Clinical 
Psychologist). Follow ing gu idance, it m a y  b e  n ecessary  to  inform  your child’s
Information Sheet for Parents about the young person’s  participation, Version 2 ,27th July 2009 2
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CAMHS worker of any distress experienced during the interview in order for 
appropriate support and treatment to be provided.
What are the possible benefits of taking part?
I dannot promise that taking part in the study will be helpful to your child but the 
information I get from the research Will help the development of services for 
young people with mental health problems, particularly depression and anxiety. 
However, it may be possible for your child to benefit from talking about their 
expenences of emotional problems.
What if i do not want my child to carry on with the study?
You, or your child, are free to withdraw consent to use the information your child 
has provided at any stage prior to the completion of the study.
if your child chooses hot to participate in the study or withdraws from it later thé 
study, your child's data will not be Used.
Complaints
Any complaint about the Way you, or your chiid, have been dealt with during the 
study or any possible harm you might suffer will be addressed. If you have a 
concern about any aspect Of this study, you should ask to speak to the 
researchers who will do their best to answer your questions (Contact details are 
provided at the end of the information sheet). Alternatively, or if you are not 
satisfied with the response when you contact the Chief Investigator, you may 
contact either the University of Surrey or the 
NHS Trust to raise your concern:
To complain to the Trust: T o  complain to  th e  U niversity
R&D Facilitator D r S u e  T h o rp e
Research & Development Department Research Director
NHS Foundation Trust Department of Psychology
University of Surrey 
Guildford 
Surrey 
GÜ27XH 
Tel: 01483689441 
E m ail: s.:th o rp e@ su rrev .ac .u k
Information Sheet for Parents about the young person’s participaiion^Version 2 ,27* July 2009
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W h a t  w ill  h a p p e n  to  th ê : re s u lts  o f  th e  re s e a rc h  s tu d y ?
The results of the research will be written up by me and wili form part of the 
qualification requirements leading to Doctorate of Clinical Psychology (PsyçhD 
Clinical Psychology, University of Surrey).
T h e  results of this study w ill in form  a  wider research  project on d eve lo p in g  a 
scale for measuring recovery in children. It is intended that this research will be 
published in the form of a report to: the NHS: Trust; conference presentations at 
re levan t National and  In tern atio n a l m eetin g s  an d  in p e e r-re v ie w e d  jo u rn a ls . Y o u  
an d  your child w ill not b e  identified  in any publication. P le a s e  inform  m e  if you  
would like a copy of the project report to the Trust when it is complete.
W h o  is o rg a n is in g  a n d  fu n d in g  th e  r e s e a rc h ?
The research is a joint: initiative between the University of Surrey and
N H S  Foundation  T rust.
W h o  h a s  re v ie w e d  th e  s tu d y ?
All research  in th e  N H S  is looked a t b y  an in d e p e n d e n t g roup o f peo p le , ca lled  a  
Research Ethics Committee, to protect your safety, rights, Wellbeing and dignity. 
This study has been reviewed and been given favourable opinion by
R es e a rc h  E thics C o m m itte e .
C o n ta c t d e ta ils
N ikki S to n e  (R e s e a rc h e r) 
T ra in e e  C lin ica l Psychologist 
D e p a rtm e n t o f Psychology 
University of Surrey 
G uildford  
G U I7X H
Tel: 01483 689441
E m ail: n .s to n e @ s u rre v .a c .u k
(Chief Investigator) 
Consultant Clinical Psychologist 
N H S  Trust 
Child & Family Mental Health
S erv ice
If you would like your child to participate, please complete the parental consent 
form and indicate the best time to contact you on the 'Availability Slip'.
P le a s e  a lso  e n s u re  your child has read  th e ir  copy of the in form ation s h e e t and  
signed the assent form. These forms can then be returned to us in the stamped
_ _ _ _ _ _ _ _ _  ad d re s s e d  envelope._ _ _ _ _ _ _ _ _
Thank you for your time
Information Sheet for Parents about the young person's participation, Version 2 ,27s  July 2003 A
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UNIVERSITY O F
PARENTAL CONSENT FOR YOUNG PEOPLE 
UNDER 16 TO PARTICIPATE
Title of project: 
Study number: 09/H1111/29
Young peoples’ experience o f depression and anxiety
Name of researcher: Nikki Stone
1 . i confirm that I have read  and  understood  the  information sh e e t  d ated  27 th July 
2009 (Version 2) for the  above study. I have h ad  the opportunity to con sider 
the information, ask questions and have had these answered satisfactorily.
2. I u nd erstan d  that my child 's participation is voluntary and  that I, or my child, 
a re  free to  withdraw a t  any  tim e, without giving any reaso n , without my 
m edical c a re  or legal rights belng affected.
3 . I understand  that relevant sections of my child's medical notes and  data 
collected during the  study, m ay b e  looked a t by Individuals from the  University 
of Surrey, from regulatory authorities or from the  NHS Trust, w here  it is: 
re levant to my taking part in this re sea rch . I give perm ission  for th e se  
individuals to  have a c c e ss  to my records.
4 . I und erstan d  that my child 's interview will be  aud io-taped.
5. I ag re e  for m y child to tak e  part in the abo ve  study.
6. I u nd erstan d  tha t quo tations from my child's interview m ay  b e  u se d  in the
write-up of th e  study but that th e se  will be  anonym ised  and  I co n sen t to  this.
Name of parent/carer Signature D ate
N am e of re se a rc h e r  S ignature Date
Parental consent for young person to participate, Version 2, 27ih July 2009
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Interview schedule 
(Young People's study)
Project title: Young peoples1 experience of anxiety and depression 
Study number 09/H1111/29
Introductory information
# Thank you for agreeing to take part in our study.
è Have you had a chance to read the information booklet in your pack?
« Do you have any questions you’d like to ask before we start?
s Can I remind you that I am going to record our conversation using (Ins digital
recorder. Is this still ok?
« As you w ill know, this study Is asking young people to talk about their own 
experiences o f worry or low mood so please remember that there are no right or 
wrong answers, i  am, interested in what you have to say about things you have 
experienced.
# I know that people can get really upset or stressed when talking about difficult 
times and I want to remind you that you can take as much time as you need to 
respond to the questions, and let me know if  you prefer not to answer or would 
like to take a break or finish
e The things we talk about our interview will be confidential. Sometimes when
people are really stressed they might say things that make me worry about their 
safety and if  this happened I would need to talk to {name} who is a clinical 
psychologist with CAMHS but I would tell you before I did this.
* Are you ready to begin?
# Getting to know you type questions
Initiai interview schedule
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Onset of difficulties experienced
Problems 7 difficulties experienced in their lives (that have led diem to have contact with 
CAMHS).
L Can yon teU me what vour life was like when you started coming to 
{CAMHS}?
Prompt questions;
* You mentioned X, can you tell me more about what happened / what you 
thought/felt?
* Whal was that like, how did you feel, what did you think?
* Canyon gjvë me an EXAMPLE of....? À time when X happened?
Generaf prompt üreor: family relationships, friendships, school, hobbies/interests.
2. What was happening for yon when you started to notice X (name difficulty as 
used by Interviewee) / started coining to {CAMHS}?
/nfermedMe gwesdww
Change in difficulties over ti me
3. Can yon tell me how you see your life now?
4. Can you tell me what you think has changed between starting experiencing 
difficulties (name difficulty as used by interviewee) and now?
5. Thinking about what you mentioned earlier and your life now, what has 
changed?
Prompt questions: A s above
fmo/ gnecdw»
6. Can yon tell me about how yon see your life in the future when you're age X (2 
yearsinfuture)?
7. W hat advice would give o ther young people who have sim ilar experiences to 
yon?
8. Is th e re  anything you w ould like to add?
Initial interview schedule
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Onset of difficulties experienced
Problems / difficulties experienced in their lives (that have led them to have contact with 
CAMHS).
1. Can you tell ihe what yohr life was like when yoh started coming to 
{CAMHS}?
Prompt questions:
* You mentioned X, can you tell me more about what happened / what you 
thought/felt?
* What was that like, how did you feel, what did you think?
* Can yon give me an EXAMPLE of.., ? A time when X happened?
G e n e r a l p r o m p t a reas:  family relationships, friendships, school, hobbies/interests.
2. What was happening for yon when you started to notice X (name difGculty as 
used by interviewee) / started coming to {CAMHS}?
fntèrmedWè gwem&w#
Change in difficulties over time
3. Can you tell m e how  you see y o u r  life now?
4. Can yon tell me what yon think has changed between starting experiencing 
difficulties (name difBcuIty as used by interviewee) and now?
5. How has your relationship with (difficulties) changed over time?
6. Imagine when you go to bed tonight all your current difficulties (name 
difficulty) a re  resolved. W hen  you wake up, what w ill you notice that will 
ntake you think your difficulties have gone?
« W h at are the signs th a t  y o u r  current difficulties are already resolving?
* What is going to get in the way of your difficulties changing/going away?
Prompt Questions: A s above
Final questions
7. Canyon te ll m e a b o u t how  you see y o u r  life in  th e  fu tu re  w hen  y o u ’re  a g e X (2  
years in future)?
8. What have you learnt about yourself às a result of experiencing (name
difficulty)?
9. What advice would give other young people who have similar experiences to
you?
10. Is there anything you would like to add?
Revised interview schedule
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Appendix 16: Evaluation of research framework
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Criteria for Grounded Theory Studies (based on Charmaz, 2006, p. 182)
Criterion Considerations
Credibility
• Has your research achieved familiarity with the setting 
or topic?
• Are the data sufficient to merit your claims? Consider 
the range, number and depth of your observations 
contained in the data.
• Do the categories contain a wide range of empirical 
observations?
• Are there strong logical links between the gathered data 
and your argument and analysis?
• Has your research provided enough evidence for your 
claims to allow the reader to form an independent 
assessment - and agree with your claims?
Originality
• Are your categories fresh? Do they offer new insights?
• Does your analysis provide a new conceptual rendering 
of the data?
• What is the social and theoretical significance of this 
work?
• How does your grounded theory challenge, extend, or 
refine current ideas, concepts or practices?
Resonance
• Do the categories portray the fullness of the studied 
experience?
• Have you revealed both luminal and unstable taken-for- 
granted meanings?
• Have you drawn links between larger collectivities or 
institutions and individual lives, when the data so 
indicate?
• Does your grounded theory make sense to your 
participants or people who share their circumstances? 
Does your analysis offer them deeper insights about 
their lives and worlds?
Usefulness
• Does your analysis offer interpretations that people can 
use in their everyday worlds?
• Do your analytic categories suggest any generic 
processes?
• If so, have you examined these generic processes for 
tacit implications?
• Can the analysis spark further research in other 
substantive areas?
• How does your work contribute to knowledge? How 
does it contribute to making a better world?
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Appendix 17: Participant Validation Letter
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Nicola Stone 
Trainee Clinical Psychologist 
Departm ent o f Psychology 
University o f Surrey  
Guildford 
Surrey 
GU27XH 
Tel: 01483 689441 
n.stGne@surrev.ae:uk
2"^  July 2010
Dear
I  would like to  say a big thank you fo r  taking part in this study. Your thoughts and views 
are  very valuable so thank you fo r  your tim e and sharing your personal stories w ith  me. I  
enjoyed meeting you and I  was struck by your courage and bravery to  ta lk  about some very 
personal experiences.
As we talked about at th e  end o f our conversation, I  would like to  share th e  main findings 
o f th e  study w ith you and find out w hether you th ink they a re  a good description o f your 
own experience.
The study involved yourself and nine o ther young people. Everybody had experience o f 
either anxiety or depression, or both. The findings suggest that experiences of anxiety  
and depression can be understood as falling into six phases.
Young people described moving through these phases. A nxiety and depression impacted 
th e  most on young peoples' lives during th e  f i r s t  th re e  phases (1-3). During phases 4-6, 
th e  impact o f anxiety and depression was resolving and young people began to find they  
were able to reduce th e ir  distress.
1
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Young people talked in the following ways about increasing anxiety and depression: 
o Not knowing what was happening because of having unusual experiences, symptoms
or changes in mood;
o W orrying about sudden, disastrous events happening to  them , such as dying, having 
a h e a rt attack or going 'mad'; 
o Feeling th a t th e ir  emotions were controlling them; 
o Wanting o th er people to  understand th e  Way they  w ere feeling.
Young people began to fe e l uncomfortable in social situations, such as a t school or with 
friends and f e l t  like they  did not f i t  in. Some young people described losing motivation to  
go out or talk to  o ther people and then  began to  shut themselves away or avoided social 
activities. Sometimes this was to help p rotect them  fro m  feeling more distressed.
Phase 3: Feeling c u t o f f  from  social world
Young people spoke about feeling like th ey  w ere losing friendships and were having 
difficulties w ith fam ily relationships because o f th e ir  anxiety and depression. This made 
them  fe e l isolated and they  began to  fe e l hopeless about their fu tu re . Most young people 
also talked about reaching a point when th ey  had fe l t  very desperate and like they no 
longer wanted to  live.
Phase 4 ; Letting others in
Young people said th a t  someone, usually th e ir  m other, noticed their distress, and they had 
jo in tly  gone to  seek support fro m  the 6P (doctor) or gained support from C A M H 5 because 
of increasing anxiety and depression. Young people talked about how they  w ere relieved to  
f  ind someone who understood how th e y  w ere feeling.
Young people talked about feeling th a t  they  w ere responsible fo r  making changes to 
reduce th e ir  anxiety and depression. They spoke about how talking to  other people and 
learning strategies, such as breathing techniques, had helped to reduce th e ir  anxiety  and 
depression. Young people talked about setting themselves challenges to  overcome things 
th a t they  found d iffic u lt, such as going out with friends. They f e l t  i t  was important to  
take small, gradual steps when attem pting new challenges.
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Young people talked about becoming more'confident' and believing that they were more 
able to 'cope' with anxiety and depression and diff icult situations that they faced. They 
found that they were able to do things they wanted to do, such as going out with friends. 
Some young people talked about making new relationships or finding existing ones more 
supportive them they had before. All young people spoke about seeing a life for 
themselves and had hopes for their future. The findings indicate that it is not possible to 
identify an 'end-point' to mxiety md depression, rather young people spoke more about an 
ongoing process of overcoming challenges.
I  would really like to hear whether you feel this description fits your own experience. Any 
information you give will help mid to the findings. Again, this information will be 
anonymous, you will not be identifiable. I  have put together a with four
prompt questions. I  have asked for your name at the top of the sheet but this is optional, 
please leave it out if you would prefer to be anonymous.
I f  you would like to give feedback, please could you return comments in the freepost 
envelope provided by Friday 16th July 2010.
Yours sincerely,
N ikki Stone
Trainee Clinical Psychologist
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Name (Opîionai):________ ___ ________ _ _______ _
Please use the other side of the sheet if you need more Space.
1. Is my description of the phases a useful way of understanding your own 
experience? Please tell me why/why not.
2. Do thé findings help explain the ways you have been thinking or feeling?
3. Is there anything you think I need to add?
4. Is there anything I may have misunderstood?
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